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PSYCHOLOGICAL MEDICINE AND THE FAMILY DOCTOR* 


D., F.R.C.P., D.P.M. 


Physician for Psychological Medicine, Guy’s Hospital ; Acting Air Commodore, R.A.F.V.R. 


gh The opening of the York Clinic for Psychological Medicine 
ue i Guy’s is an opportune moment for discussing the applica- 
Dions of psychiatry to general practice. The need for doctors 
“Wp pay attention to the psychological aspects of medicine has 
- i een recognized more and more in the past two decades ; but 
= iadition dies hard, even if it is not a very old tradition, and 
¥e there is still reluctance on the part of many to take any lively 
 jitterest in psychiatry. The curriculum is partly to blame. 
MAAlthough there was a curriculum conference not many years 
Iwo it did not succeed in producing more than recommendations 
: bat the teaching of psychological medicine should be sup- 
*Nemented in certain ways. The compulsory part was still left 
fat attendance at lecture-demonstrations in a mental hospital. 
The fact that mental hospital patients are only part, and numeri- 
‘a ally a minor part, of the domain of psychiatry was not recog- 
jiized by making anything else compulsory, nor was it made 
— ‘Wobligatory to have at least one question in this field included 
“in the final examination. When a subcommittee of the British 
4Medical Association surveyed the field of education in psycho- 
Wlogical medicine nearly 20 years ago it was discovered that one 
 niversity in the Empire went so far as to include psychiatry 
one of the subjects equivalent with medicine and surgery in 
he final examination. Now Edinburgh has followed suit at 
whe request of the students themselves. This observation should 
te printed in italics. But, as Mr. Slesinger often points out 
(0 me, with some envy perhaps, the Scottish student is a far- 
Heeing person. 


Prevalence of Psychological Disorder 


It would be very much to the advantage of medical men 
enerally that more teaching of this sort should be available, 
} “tt only in the interests of their patients but often in their 

iwn. To show how much the psychological aspects of disease 
‘} Ynatter, it is only necessary to quote the results of investiga- 

Wjlons that have been made in recent years. At Guy’s Hospital, 

br example, it was found that one-sixth of all those who 
rned up at general medical out-patient departments were not 
fering from any organic disease but from symptoms due 
90 psychological causes. This series of Dr. Bruce Pearson’s 
VAtcluded over 1,200 cases, and has been supplemented at the 
| ©ame hospital by a study of a further 500 cases by Squad. Ldr. 
“4. M. G. Campbell, who found that 13% were suffering from 
| Bychological disorder. Where illness of the more chronic type 
is concerned the proportion has been found in 1,000 cases to 
fe approximately 35%. This was the figure arrived at by 
alliday, acting as medical referee in a district of Scotland. 
hese data are obtained from clinical material of the type that 
ould as a rule appear in general practice. 
Whete a consulting practice is concerned the position is not 
ty different. Prof. J. A. Ryle told me some years ago that 
imiety neurosis was one of the most frequent diagnoses he 
lad to make, and Air Cdre. Conybeare is of a similar opinion 
~at any rate, so far as war medicine is concerned. 






























* A lecture delivered at Guy’s Hospital in May, 1944. 








Presenting Symptoms 


These figures do not mean, of course, that the patients always 
or even usually come with their symptoms formulated in 
psychological terms as depression, worry, or what not, although 
it is my impression that on the whole they do so now more 
frequently than they did in the past. Whereas formerly they 
were apt to complain almost exclusively in terms of physical 
discomfort, it seems more common nowadays for them to 
say that they feel nervous or that they cannot concentrate 
or that their memory is bad. This is probably correlated with 
the decrease of gross hysterical symptoms in the form of paraly- 
sis, blindness, etc., as opposed to frank anxiety states, which 
have been relatively more frequent in this war in contrast to 
the last—a difference which some have sought to explain in 
terms of an alteration in war conditions, but which merely 
parallels a change that has occurred in civil practice in the 
intervening 20 years. The late T. A. Ross remarked the same 
thing in one of his reports of the work of the Cassel Hospital— 
that in the course of the years it had seemed to him that there 
had been less tendency for neurotic patients to emphasize bodily 
complaints and more inclination to talk in terms of fear and 
worry. I have received very much the same impression in 
both civil and military practice, and I have sometimes longed 
for the good old days when paralysed limbs and anaesthetized 
senses could be demonstrated in Sir Arthur Hurst’s graphic 
manner to both patient and student, and when there was often 
something much more tangible to get hold of than a phobia 
or a blank depression of: spirits. The change depends partly 
on public education and partly perhaps on doctors themselves 
knowing more about these matters as a result of advances in 
pathology on the one hand and in psychopathology on the 
other. The discovery of the Babinski reflex made it much 
more easy to distinguish organic from functional paralysis, 
just as other discoveries made it impossible for doctors to speak 
of Parkinsonism any longer as a “functional” disease, as 
Gowers did in his famous textbook. 


“A Rose by Any Other Name ” 


It still happens, however, that a physical diagnosis covers 
a fundamentally psychogenic condition. Such diagnoses as 
“ debility,” “anaemia,” “rheumatism,” and “ gastritis” are 
apt to be labels for what is really a psychoneurosis. Years 
ago Dr. Millais Culpin showed this very well when he pro- 
duced a statfstical table of the incidence of these alleged condi- 
tions in a large industrial concern. Taking the sick returns 
year by year, he found that when the number of diagnoses of 
anaemia, gastritis, and dysmenorrhoea went up those of neuras- 
thenia, “nerves,” and general debility went down; in other 
words, these are often interchangeable labels. Recently war 
experience has provided a further illustration of the same thing. 

When a special unit was opened for the treatment of rheumatism 
it was found that more than one-third of the cases sent there were 
not rheumatic at all but were psychoneurotic in some sense. For 
example, a man aged 20, whose case was described to me by Wing 
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Cmdr. J. Flind and Squad. Ldr. Barber, had complained of the fairly 
sudden onset of pain in his shoulder-, hip-, and knee-joint on the 
left side, about nine weeks before admission, associated with attacks 
of dyspnoea, palpitation, and dizziness. He had breathlessness and 
palpitation, but no pains, before entering the Service. When he 
joined up he was given disciplinary training; he felt very low in 
spirits, complained of aches and pains, and was put to bed. Being 
allowed up, he was transferred to another station, where his 
symptoms soon reappeared and he was sent to bed again. It was 
found that he had always been an excitable worrying person more 
or less afraid of the dark and upset by the sight of blood; his 
mother was herself nervous. His symptoms appeared in the Service 
when he was put to a type of training which he disliked enormously, 
and reappeared when he was put on guard duty, which he disliked 
still more. He said frankly that he was “scared stiff of these 
guards.” He had no physical signs, and the only positive findings 
were psychological ones. 


The same thing holds in many cases of appendicitis in which , 
a‘normal appendix is found on operation. I still remember 
vividly the first case of this sort that I had under my eye as 
house-physician. I was not trained in psychological medicine 
then ; but this man’s appendix was quite normal, and I noticed 
during his convalescence that he was inordinately fond of self- 
display, wearing a gaudy dressing-gown, which he might be 
said to flaunt in front of the nurses as he strolled about the 
ward. I have no doubt now that had I known something of 
psychological medicine then one unnecessary operation could 
have been avoided. We all know of teeth taken out unneces- 
sarily, on the assumption that symptoms, really psychogenic, 
were due to dental sepsis ; of refractive errors of plus one or 
minus one dioptre corrected by glasses but without ultimate 
relief of the headache, which was due to anxiety of some sort ; 
and of exploratory laparotomy with negative findings in, say, 
a depressive illness. - 


Psychosomatic Medicine 


But it is not only conditions mistakenly diagnosed as physical 
that are to be accounted for by psychological factors. The 
term “ psychosomatic medicine ” covers also conditions which 
have a definite peripheral pathology of structure but in which 
psychological factors are important, sometimes the most impor- 
tant, determinants ; for example, in some cases of asthma, of 
certain skin diseases such as prurigo, of duodenal ulcer, and of 
hyperthyroidism. 


Not Jong ago I saw a man with a fairly widespread pruriginous 
eruption, which had been very persistent and was associated with 
a good deal of depression of spirits and insomnia. Repeated and 
vigorous treatment for his skin did not have any lasting effect. It 
was then found that his symptoms had begun when he was sent 
abroad on service and that his going abroad was only the last of a 
series of efforts to get into a really dangerous enterprise, although 
he was certainly over the age at which front-line service was usually 
permitted. He had volunteered for two of the most risky forms 
of service and had been refused these on account of his age. It 
was curious that he should have been so unusually persistent in 
seeking danger. It transpired that he had a sense of shame for 
having developed neurotic symptoms in the last war so that he was 
invalided home; furthermore, he had a great admiration for, and 
at the same time considerable fear of, his father, who was a very 
severe man with an impulsive temper. A sense of unworthiness 
acquired vis-a-vis his father had made him want to live to please 
him. This apparently was the main driving force of his life, and 
although he was married and had a family his great desire was to 
justify himself in what he thought was his father’s opinion, and it 
was this that caused him to volunteer for the dangerous jobs. In 
actual fact the attempt to face the rigours of a campaign had made 
him tense and nervous, had upset his health and helped to bring 
on his skin eruption, and kept him miserable at what he considered 
his failure. Discussion of this attitude and the realization of its 
immaturity enabled skin treatment to proceed with final success. 

Another patient with impetigo which was suspiciously persistent 
turned out to be suffering from acute apprehension about return to 
duty—not because he was a coward, but because he had had an 
extremely disturbing experience which had stamped itself on his 
mind in a way that made him feel it was impossible to face a recur- 
rence of the same situation, although previously he had behaved 
with courage and devotion. 


It is possible to show that asthma has all sorts of relation- 
ships to mental events ; that hyperthyroidism is especially apt 
to occur in people who have been anxious over a long period ; 
and that rheumatoid arthritis is found more often in people 
whose emotional furniture is disarranged. Naturally. the 
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relationship of the pathological bodily state to the Psychog study 

logical aspects is a very varied one, but the simplest is wher? to 2 | 


the precipitating factor is psychological—for example, in asthm,}_ thera 
sustained by an unhappy domestic situation, or, as Rogerson eXPe 
showed, in children in whom the development of asthma mag shun 
be precipitated by an over-anxious parental attitude. of irt 
able. 
Medical Scepticism in vé 
It is of course natural for anyone approaching the proble oro 
from the angle of general medicine to be very sceptical about illnes: 
the relationship of psychological disturbance to what is obyj.! » den 
ously physical disease. I remember a meeting of the Asthmy’ os 
Club many years ago, when it was obvious that some of the ™ 
members were extremely resistant to the suggestion that ap suffer 
asthmatic attack could be precipitated by an idea just as much — 
as by an injection of something. But appreciation even of the em 
“conditioned reflex” process would have prevented anyone. Unfor 
being surprised by this. ¥ struct 
The story of the woman who had an asthmatic attack on seeing ag 
a bouquet of artificial roses has been paralleled a number of times:|_ .; ht 
for example, in the case, recorded in an American journal, of 2 ae 
woman who was allergic to onions and who immediately developed veil 
conjunctivitis and a stopped-up nose on seeing, apparently, onion alway 
peelings on the rug. On withdrawing to another room, she told} Howe’ 
the maid that there were onion peelings on the floor and they had\ of tin 
made her sick. | The maid apologized and said they would be patien 
removed immediately, but soon returned and said that they were logica 
the remains of a narcissus bulb which a dog had chewed. consic 
This type of thing is one of the simplest examples of the instan 
effect of a psychological fact on what looks like an entirely) them | 
bodily ailment; but it is worth knowing that a great 
many more complicated psychological patterns—for example, 
a domestic situation—can have the same effect. It has also 
been noticed that a psychological upset, or at least a peri 
of psychological tension, often precedes the appearance aff 
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duodenal or even a gastric ulcer. > cultur 
’ | especi 

Terminology | rather 

The general practitioner is apt to treat psychiatry as aj Itisin 
esoteric mystery, and this is probably in part the fault of th yet fe 
professors of the subject, but not entirely so. Many docted are in 
profess to be deterred by the terminology, but I am inclinej combi 
to think that this is a kind of rationalization for a refusi} aspect 
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to become interested. Actually there is no branch of medicin® 
which the general practitioner is more fitted to undertake o 
in which he has more opportunities. First, as to the objection! 
about terminology: the best practical work in the English 
language about the psychological treatment of. patients is 
T. A. Ross’s Common Neuroses. It is written in the simples 
English, and there is hardly a technical term anywhere. | 
describes mainly psychoneurotic conditions. But if the termi- 
nology is taken as a whole it will be found—for example, it, 
a standard textbook of psychiatry such as Henderson’s an 

mine—that so far as syndromes are concerned not more than 
half a dozen names are necessary for classification purposes, 
and of the half-dozen major groups the most outlandish desig 
nation of the lot (namely, schizophrenia) has become almost 
a household word—thanks, it is true, largely to the sensationa 
press. It is only when you come fo psycho-analytic terminolog: 
that much special knowledge is required; but the psych 

analytical method is highly specialized, and as it is of practical 
use, for a variety of reasons, only in a minority of psycho? 
logical illnesses this problem need not trouble the genera 
practitioner. 
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Special Opportunities of the Family Doctor 


On the positive side the family doctor has certain advantages| 
First and foremost he has, or should have, a good worki 
knowledge of human nature. General practice is one ot if 
best training grounds in that subject. Psychological illness i 
roughly speaking, a matter of human beings in personal distres 
very often because of their ignorance, shortcomings, disappoill 
ments, and dissatisfactions, and still more often because of thé tilled y 
fears. The study of human nature is therefore profitable nl) - 7), 
only in teaching one how to handle one’s patients but in know therapy 
ing how to cure, or at least to help, anything from one-sixi) pathol 
to one-third (some would say more) of the illnesses for whic » peculia 
they consult their doctor. In this sense anyone who cares 7 
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study this topic is capable of becoming a psychotherapist up 
» to a point, although few people will deny that the best psycho- 
therapists are born as well as made. It is, however, to be 
expected that so long as doctors as a whole tend rather to 
shun the psychological aspects of their practice, the number 
of irregular practitioners in this field is likely to be consider- 
able. Many of the triumphs of those who practise suggestion 
in various disguises are achieved in patients in whom the 
doctors have not recognized the psychological basis for their 
The medical man, however, has certain advantages 
of his own, although his very knowledge prevents him having 
that sublime confidence which comes so naturally to the quack. 


Mi) Jp the first place, the psychological distress which the patient is 


suffering expresses itself very often in terms of bodily discom- 
fort—indigestion, palpitation, and so on—and only a doctor 
is in an authoritative position to evaluate such symptoms. 
Unfortunately medical education tends to over-emphasize the 
structural aspects of pathology. It is a pity that the student’s 
physiological work does not concern itself a good deal more 
with the effects of the emotions on the bodily functions. He 
might then never forget that when symptoms of a disturbed 
organ are presented to him one of the causes that he must 
always remember is the emotional or psychological one. This, 
however, is the last that he usually thinks of, and a great deal 
of time may be spent on laboratory investigation before the 
patient is even asked whether he is worried or not. Psycho- 
logical factors are so pervasive that they should enter into 
consideration in almost any differential diagnosis in the first 
instance. This, at any rate, would be safer than not considering 
them at all. 
Suggestion 

There is another advantage that the doctor possesses. Like 
the priest, he is a symbol of mysterious power in the eyes of 
his patients, and has in consequence a great capacity for allay- 
ing anxiety. We are apt to forget how thin is the veneer of 
culture and adult control, and how often in times of distress, 
especially if the distress is fundamentally distress of mind 
rather than of the body, people tend to think in primitive terms. 
It is in such circumstances that suggestion is particularly potent ; 
yet few doctors consciously practise suggestion, although they 
are in a position to use a very enlightened type of it since they 
combine the authority conferred on them by the more childish 
aspects of their patients’ minds with the enlightenment contri- 
buted by their own education in disease. 

I am not advocating that suggestion as such should be widely 
used; yet it is more appropriate for the ill educated, and is 
sometimes the only form of psychological treatment that is 
applicable to them. How powerful it is is illustrated by the 
famous story told by Dr. John Brown of Edinburgh, who 
reported the case of a labouring man affected with colic, for 
whom he prescribed some medicine, directing him to take it 
and return in a fortnight, assuring him that he would be quite 
well. At the appointed time the man returned, entirely relieved 
and jubilant. The doctor was gratified at the manifest improve- 
ment in his patient’s condition and asked to see the prescrip- 
tion which he had given him; whereupon the man explained 
that he had “ taken ”’ it, as he had understood the directions, by 
swallowing the paper ! , 


Education and Suggestibility 


I used to think that the more educated people were the 
less suggestible they became, but this is certainly not by any 
means always the case. Many years ago I acted as assessor 
for the Asthma Research Council to a doctor who claimed to 
cure asthma by suggestion. I selected 12 asthmatic patients 
for him, and he proceeded to use his method in my presence. 
He employed what to my mind was a very simple form of 
suggestion, and after one session three of the 12 patients pro- 
claimed themselves better, and these were certainly: amcng the 
most intelligent of the small group. Similarly, Prof. Witts and 
his co-workers found at the Asthma Clinic at Guy’s that they 
had almost as much success for a time with injections of dis- 
tilled water as they had with vaccines and the like. 

_ The point is that suggestion is the simplest form of psycho- 
therapy and does not require a technical knowledge of psycho- 
pathology in the modern sense. The family doctor is in a 


peculiarly good position to apply it, because of his special 


prestige with the patient. It is true that he uses suggestion 
all the time, more or less unconsciously, when he gives a bottle 
of medicine or some other treatment that he himself has faith 
in, but deliberate and discriminating use of suggestion as an 
additional weapon is at present rather neglected. 


Iatrogeny 


There is a negative aspect of this matter of suggestion which 
is not so much to our credit. There is a chapter omitted 
from medical textbooks which might be headed “ Iatrogenic 
Diseases ’—that is to say, diseases produced by doctors. It 
is not well enough realized that it is dangerous to give a label 
to a set of symptoms of disease until you are convinced that 
it is the right one. If a syndrome is psychologically produced 
(which of course the patient does not know), and if the doctor 
also does not know this and calls it gastritis because the patient 
complains of indigestion, or a weak heart because he complains 
of breathlessness or precordial pain, or even if he attaches to 
it some cabalistic letters such as D.A.H., then he has implanted 
a suggestion in the patient’s mind which fixes his anxiety in a 
way which, if not quite indelible, is at any rate very hard to 
undo. , 

The advance of clinical knowledge has definitely limited the 
scope for iatrogeny. The number of young people who were 
made into chronic semi-invalids by the diagnosis of a “ weak 
heart” on the strength of a complaint of breathlessness or 
palpitation, or, in the pre-Mackenzie era, on the basis of a 
murmur, must be very much less than it was ; and though no 
doubt we have all encountered a case or two of the sort, colitis 
is not diagnosed on such dubious grounds now as in Axel 
Munthe’s day. “Dropped kidney” is not heard of any longer 
as a cause of general ill-health, but the old notions of “‘ dropped 
stomach” and “dropped colon” die hard in spite of Hurst’s 
demonstration years ago that a significant proportion of Guy’s 
winning fifteens carried their stomach nearly in the pelvis. One 
still finds an occasional belt festooning the abdomens of neurotic 
patients. A prop of that sort only fixed the patient’s conviction 
that he is physically incapable. All diets and regimes, and 
often medicines, that are not founded on definite physical 
findings—not necessarily x-ray or laboratory findings, but those 
based on a Satisfactory clinical history and examination—are 
apt to produce the same result. This is even truer of operations 
that have been performed unnecessarily. The experience of 
such an operation is very impressive, and it is difficult for the 
doctor who comes afterwards to convince the patient that 
his symptoms are psychogenic, and rather unhappy for the 
doctor who has the task of somehow getting over the fact 
that a colleague of at least equal standing has gone the length 
of operating. I have known such operations to be performed 
for broken hearts, angry fathers, sexual guilt, depression of 
spirits, anxiety of all sorts, and even on account of mistaken 
pride—the patient herself knowing that she had no physical 
ailment really, but lacking the courage to tell her parents that 
she had simply been giving a demonstration and was not ill 
at all. In that instance the play went on and the appendix 
came out, and the patient was no better a character afterwards, 
but rather the reverse. It is, however, only fair to observe 
that the number of operations performed in the mistaken belief 
that an organic cause exists, when the condition is really psycho- 
genic, is less than is sometimes supposed, as L. H. Ziegler has 
shown. 

Types of Psychogenesis 


It is worth while pointing out, what has not usually been 
said, that in the psychological approach to patients the family 
doctor has advantages not possessed by any specialist or con- 
sultant. The reason for this becomes clearer when we remember 
that the main causes of psychological ill-health can be classified 
as: (a) constitutional, (b) situational (to use an ugly but self- 
explanatory word), and (c) historical, in the sense of some- 
thing dependent on events far back in the patient’s life. It is 
especially in a and b that the family doctor possesses advan- 
tages. In connexion with both it is necessary to remember 


that there is no apparatus or technique which will make even 
the most able specialist always certain when the patient is telling 
the truth or is concealing it, and so he has to depend for some " 
of his information on outside sources, which are often not 
nearly so accessible to him as they are to the family doctor. 
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Again, many psychological problems are closely related to the 
character and temperament of the patient, and there is no satis- 
factory laboratory or consulting-room test of character and 
temperament, although some things are helpful. Nothing that 
we have at present surpasses or even as a rule equals. in relia- 
bility the knowledge of the day-to-day behaviour of an indi- 
vidual such as is accessible to those who are in contact with 
him in his, so to speak, natural surroundings. In contrast with 
the consulting-room—which represents a special and artificial 
environment in which it is very easy (in fact, almost inevitable 
for the patient, at any rate in his first interview) to display a 
facade that is extremely artificial—the family doctor is much 
more likely to be in a position to know when the patient is 
being truthful and to learn something about his temperament, 
not only from contact with the man himself but also from his 
relatives and possibly some of his friends. 

These considerations have a very important bearing on the 
evaluation of the various types of causal factor, whether con- 
stitutional, situational, or historical. The assessment of the 
constitutional factor, for example, depends very much on a 
knowledge of the family history. A family whose child I was 
treating concealed from me for a whole year the fact that an 
uncle had died insane and that the brother was a “ near-miss ”’ 
to schizophrenia. The family doctor had sent this case to me 
by post, as it were, and I had not had an opportunity of talking 
with him. It is astounding with what aplomb people will say 
there is no mental iilness in their family. One realizes this 
especially when, from some other quarter not known to either 
patient or relatives, one happens to hear that there is. Con- 
. trast this position with the possibilities of the family doctor, 
especially if he has lived in the same district a considerable 
time and knows the people. Sir Thomas Clouston made an 
inquiry into the family history of 83 families taken at random 
in a country parish in Scotland, all the members of which were 
personally known to him for three generations. 


He said, “I took every family I really knew, and no others. I 
made no selection. They were all country people—decent folks, 
hard-working, thrifty, few very poor, indeed mostly money-loving, 
with scarcely any drunkards. . . . I took adyantage of my intimate 
knowledge of the people as a doctor to count the lesser attacks of 
melancholia, the milder delusional states, and the milder degrees 
of imbecility that would not have gone into any public statistics of 
lunacy or census schedules. Still, they were all mental diseases or 
defects just as truly, from the scientific point of view, as our acutest 
case in Morningside” (the Royal Edinburgh Mental Hospital). 
“ The result was this—that, of those 83 families, I knew that in 41 
of them one or other of these four diseases had occurred.” 


His remarks refer, of course, only to more or less strictly 
mental diseases ; but the same is just as true, and even more 
important because they are in greater number, of the conditions 
that we now know as psychoneurotic and psychopathic. There 
has been a tendency on the part of over-enthusiastic psycho- 
therapists to neglect, and not to trouble to evaluate, the con- 
stitutional factor in the patients whom they undertake to treat. 
There is a fair amount of evidence that such disorders as 
phobias, which are often supposed to be entirely determined 
by complexes, are far more cften apt to arise in those whose 
ancestry shows some neurotic stigmata as well. 

I am thinking, for example, of a patient of mine who has a phobia 
of open :.aces which prevents him from going far from his home, 
and whose father had a similar phobia; and of another patient 
with a such-like difficulty whose father was eccentric and extremely 
reluctant to meet anyone outside his immediate family. Another 
patient occurs to me who had a great deal of neurotic anxiety, whose 
nother had epilepsy, and whose uncle was insane. Instances of 
that sort are frequent enough to make the conclusion extremely 
probable that there is more often a constitutional factor in the 
psychoneurotic form of illness than has been admitted in the 
sometimes rather undiscriminating enthusiasm for psychotherapy. 
Dr. Felix Browni’s researches on the familial incidence of psycho- 
neurosis support this view. 


A knowledge of these things, which certainly comes more 
readily to the family doctor, is of value in prognosis. It is 
of course desirable that the family doctor should reside for a 
considerable time in the same district. The rolling stone in 
medical practice will certainly gather very little of this essential 
knowledge. One of the best letters I have ever had about a 
patient came from an old practitioner in the North of England 
who said that he had known the young woman whom I was 





il 
to see since she was a baby, and had known her mother since 
she was a baby, and had also known the patient’s grandmother 
Such a long perspective is of course very rare, and J] often 
think that the death of an old doctor is in this respect a much 
greater loss to the community he serves than we are apt to 
think. It is particularly in the psychological aspect of medicine 
that the life history is important. The specialist envies the 
family doctor his opportunities in this regard. The value of 
a life history obtained from direct observation from childhood 
into adult life is so great that it has always been my ambition 
to collect case records of the difficult or nervous children 
referred to us at Guy’s, so that we could get.in touch with 
them in their adult life. Healy has recently done this in 
America, but no psychiatrist has a similar opportunity here ; and 
even with the best arrangements in the world it would be very 
difficult for the specialist to keep track for any length of time. 
For the general practitioner in not too urban a district the 
chances are very much better and his data potentially much 
more reliable. Healy and his associates took the opportunity 
of correlating their patients’ childhood as they knew it ‘with 
the history given retrospectively afterwards, and found Striking 
differences, partly as a result, no doubt, of the falsification by 
the rosy mists of memory, or, more technically speaking, by 
the workings of selective repression. 


“ Situational ” Factors 


With regard to situational factors, as distinct from constitu- 
tional and historical ones, the family doctor has a special part 
to play and special opportunities for playing it. In fact, his 
opportunities of collecting data from the patients’ immediate 
circumstances and from the patients’ life history put him in 
a unique position as a kind of social pathologist. It seems 
to me that this may even be one of his chief roles in the future, 
which no one can take from him. One often hears that he 
is losing portions of his work to this clinic and to that organiza- 
tion, and so forth, but the fact that he lives among the people 
whom he serves, and especially knows something of their 
family life, means that he can fulfil a function that no one 
else will be in a position to do. I cannot see the English public 
admitting social workers to their homes on the same terms as 
the family doctor—not, at any rate, if the latter lives up to 
his best tradition and reputation. 

Moynihan used to-contrast the pathology of the dead-house, 


or morbid anatomy, with the pathology of the living. Psycho- 4 
logical medicine is really the pathology of life or social | 


pathology. This pathology concerns itself with the jealousies, 
disappointments, annoyances, grievances, dissatisfactions, fears, 
anxieties, and so on that produce the aches and pains that we 
call functional. The lumbar pain without discoverable basis 
which the gardener had ycsterday, and which disabled him 
for the time being, can be traced to some annoyance at his 
master’s attitude. The headaches that the dutiful daughter 
complains of may arise, if she did but know it, from a smoulder- 
ing resentment at her invalid mother, whose invalidism in turn 
may be just a method of keeping her daughter at home; while 
Mrs. Jones’s asthma may be nothing but an expression of her 
aversion to her husband. 

The specialist confronted with functional symptoms due to 
situations of this kind has to start from scratch, and is very 
much at the mercy of what the patients care to tell him. | 
have known patients conceal for months facts about themselves 
which were fundamental and not at all unconscious, and this 
not only from myself, who am perhaps simple-minded, but 
from my colleagues. The family doctor, on the other hand, 
may know these things already. The fundamental truth implied 
in the term “ situational” is that emotional situations generated 
by unsatisfactory circumstances and disappointing relations with 
other people cause emotional tension that generates symptoms 
—mental or prima facie physical—which are the complaints 
the patient brings to the doctor. The simplest situation is where 
the job is unsuitable. 

For example, a young woman, a telephone operator, complained 
of attacks of faintness and dizziness which occurred at her work. 
Physically she was perfectly sound; intellectually she was consider- 
ably above the average and had won a scholarship at school; but on 
leaving she had to take a post which would quickly bring remunera- 
tion, as her father was dead and her mother was largely dependent 
on what the daughter could earn. Her desire to become a school 
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mistress was thus frustrated, and she became a telephone operator. 
The technique, such as it is, was easily mastered. This done, the 
work merely became monotonous, giving her ample time to 
ruminate over her frustrated career and later (in the sequence that 
js common) on her health. The usual hypochondriacal consequences 


ensued. 















the Again, there was the case of an elderly man, the father of a large 
e of } family, who had suffered from headaches for thirty years—headaches 
100d | which left him during his holidays. He was an intelligent man, who 
ition + had worked on the same routine job, long since learnt by heart, for 
dren "40 years. For most of that time he had been heartily sick of the 
, | work, but he had hoped for promotion. At length it became obvious 
with ) that he could justifiably hope no longer, and then the headaches 
s in which had already begun became permanently installed. Here, too, 
and was a neurosis resulting from occupational misfit and monotony ; 
very | put again there were other factors—in this case the disappointment 
‘ime. | of legitimate ambition. : 
the The same situation may of course be pathogenic for one 
auch ‘ patient and not for another, and this is where knowledge of 
_— | the character and temperament of the individual will be of 
with ‘the greatest service. This group of disorders is also one which 
King | the family doctor is fairly often in a good position to assess 
: by and even to treat: first, by explaining to the patient how symp- 
» by toms are related to emotional tension ; then, from his know- 
ledge of the circumstances, advising whether the situation can 
| be altered, as by change of job, or whether it must be faced ; 
.. and, if necessary, not forgetting to point out where a fault 
— | of outlook or a defect of character has been mainly responsi- 
ee ble for the failure of the patient to solve the difficulty on 
dinte | his own. ; 
m in| The usual objection made by the family doctor to the psycho- 
eems | logical side of medicine is his lack of time. The late T. A. 
ture, | Ross, who was himself in general practice for 20 years, used 
it he ‘to reply that the proper use of time was necessary, and that 
niza- an interest in psychological medicine would save the doctor’s 
-ople time in the long run. Another objection that may be urged 
their { is this: How can the general practitioner be expected to know 
one | the circumstances, dispositions, and temperaments of, say, 2,000 
ublic | possible patients ? But psychological disorders are very often 
ns as, Télated to family affairs, and although the general practitioner 
p to} may have a clientele of 1,000 or 2,000 it is probable that the 
total, number of family groups involved is considerably less 
ouse, than this, and the more neurotic families will probably consult 
scho- § him a good deal oftener than the rest. 
ocial | 
usies, “ Complex ” Factors 
fears, The third large group of psychological disorders consists of 
oh those in which neither circumstances nor situational factors are 
him important, and the symptoms of which are a legacy of some 
t his far-distant miscarriage of psychological development. This, 
cht on the therapeutic side, is the specialist’s domain, since the 
: d ai ‘discovery of the pathological processes and their rectification 
pare | require a special technique of exploration and many hours of 
bien painstaking work. But even here the family doctor can give 
. her useful hints from his knowledge of the patient’s life history. 
Many of the complex-determined psychoneuroses originate in 
childhood or even in infancy. One of the most potent causes 
le tO | is emotional insecurity on account of insufficient parental love, 
very | or, as it is usually called, “ parental rejection.” Few people 
n. It are ina better position than the family doctor to know whether 
elves la child has been wanted or not, and this knowledge may be a 
| this ‘key to all that goes on subsequently. In fact, in the field 
_ but | of child psychiatry itself the family doctor has opportunities 
rand, which the specialist might well envy, since he is often present 
plied | in the early days of life and sees the mother’s attitude, and 
rated | whether there is over-protection or rejection, or both, these 
with | attitudes being so often determining factors in the subsequent 
oe behaviour of the difficult or the neurotic child. 
vies Views on the deeper pathology of neuroses have been drifting 
away from exclusive preoccupation with the Oedipus complex 
: —a development which might well be beyond anyone’s observa- 
a lion at the time—to a more comprehensive theory of the caus- 
piri ation of neuroses. It will be seen that, although the type of 
nee Psychoneurosis that is dependent on.early faults of psycho- 
nera- logical development may probably always remain the particular 
ndent | field of the specialist, nevertheless the family doctor can col- 
chool | kborate with him in providing bits of information that may 











Hive valuable hints on the nature of the early causes, 
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Sexual Factors 


There is one type of situational problem which I have left 
for separate mention until now, and that is the sexual. In 
calling it situational I am of course not forgetting that its 
roots may extend far into the individual’s past. It has long 
struck me as peculiar that practically no medical school in 
the country offers a course in sexual psychopathology to its 
students. I suppose it means that the parental attitude of the 
medical schools parallels the attitude of most parents in this 
country, in that it prefers to leave the young to find out for 
themselves. This is not a satisfactory position for a doctor, 
who as soon as he has qualified is regarded by the lay public 
as a repository of mysterious knowledge in this respect. It 
seems only fair to the doctor, and also to the public, that he 
should be provided with a modicum of information on the 
nature and cure of the most common group of maladies about 
which he is likely to be consulted. 

The most frequent inquiries concern impotence, frigidity, 
masturbation, and homosexuality. It has been well said of 
impotence by Dr. Ernest Jones that it is either very easy or 
very difficult to cure, and there is every reason to suppose 
that many such cases can be, and probably many of them are, 
cured by a doctor who understands that their commonest 
causes are ignorance, fear, and misinterpretation of some pre- 
vious experience. The deeper causes, often to be sought out 
only by the professed psychopathologist, are chiefly guilt- 
feelings and over-attachment to the mother. Similar factors, 
mutatis mutandis, are at the basis of frigidity. Homosexuality 
occasionally yields to superficial exploration and persuasion, 
but is more often a job for the specialist, who succeeds in 
curing only a minority of such cases. Difficulties of this sort 
naturally have ramifications in problems of domestic harmony. 
This may be the guise in which the thing first presents itself 
to the doctor ; the other way is in the form of psychoneurotic 
symptoms elsewhere in the body, aches and pains generally; all 
of which are sometimes the direct result of sexual inadequacy 
or sexual dissatisfaction. But I imagine that a large proportion 
of doctors are shy of knowing these things about their patients 
and the patients are shy of telling their doctors, because it 
takes time to get down to a topic of that sort, and you cannot 


‘possibly broach it to someone who has only a short time to 


give you. It is nevertheless not true that the majority of ner- 
vous conditions, even in women, are the result of obvious sexual 
situations of this sort, but they do undoubtedly play a part in 
some of them. 

Prognosis 


The hysterical conditions, commonly so called—that is to 
say, the paralyses and sensory disturbances—can usually be 
cured fairly rapidly by persuasion, at any rate so far as the 
symptoms themselves are concerned; but, having done this, 
you may find in a number of cases that you are left with a 
state of psychoneurotic anxiety which replaces the headaches 
and what-not previously complained of. 

It is my impression that one will only completely cure a 
hysteric if he has ceased to have a motive for his disability 
and merely wants to know how to recover without losing his 
self-respect. This accounts for some of the more dramatic 
cures of hysterical paralysis in the last war: few of these 
patients were expected to return to the front. Some, in peace- 
time conditions, you can cure even when the motive still exists, 
by showing them what that motive is. Other cases, more rare, 
depend on unconscious mental processes associated often with 
guilt-feelings such as only professional psychopathologists can 
hope to find and tackle. 

As regards psychoneurotic anxiety states, some of which are 
called by the Freudians “anxiety hysteria,” prognosis for the 
“ situational ” group is good as a rule ; so also is the prognosis 
for those cases of this type which arise from faulty upbringing 
and the acquisition of wrong ideals, and so forth; but the 
cases that depend on historical factors in the unconscious 
await the advent of the skilled psychotherapist before much 
is likely to happen in them. In the two groups together the 
statistics in the Cassel Hospital collected by T. A. Ross showed 
a recovery or “much improved” rate of 76%. The data 
from the various psycho-analytic clinics recently collected by 
Knight showed a combined recovery rate of “cured” and 
“much improved ” of 61% in approximately the same groups. 
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The trouble in assessing these results is the lack of satis- 
factory control groups, and there is no doubt that in some 
conditions a certain proportion of these people tend to get 
well themselves in the course of time. Any satisfactory investi- 
gation would require to distinguish not only loss of symptoms 
but durability of cure and its other features, such as the change 
in the social qualities of the patient concerned and the improve- 
ment in his genera] adaptation to life. Among cases of the 
obsessional or* obsessive-compulsive variety the data are con- 
flicting ; I have no doubt that there are some cases which with- 
out special treatment would not improve at all or would 
improve very little, but it has to be remembered that here 
also there is a spontaneous recovery rate. I find statistics 
of this sort very unsatisfactory and the individual case much 
more convincing. Statistics should also take into account the 
duration of a treated case compared with one untreated. I 
believe that with treatment many psychoneurotic illnesses are 
shortened ; and this, in fact, it would be fair to say—that 
psychoneurotic conditions are among the most curable of the 
chronic illnesses the doctor is called upon to treat. 


Conclusion 


There is an outstanding fact which should commend the 
practice of psychological medicine to the clinician—and the 
family doctor is first and foremost a clinician. It is this: that 
psychological medicine remains pre-eminently a field in which 
the clinical method, independent of the laboratory and the 
test-tube, is still the fundamental one. Even the most recondite 

. psychiatric history—such as, for example, that which psycho- 
analysis involves—is essentially a clinical history of the patient. 
This history of the patient, which should be a history not only 
of his symptoms but of his life as an individual, is both a 
means of diagnosis and the foundation of treatment. For 
diagnosis, of course, one has to know as well the natural his- 
tory of physical diseases, while to use the detailed history for 
the purpose of treatment requires a knowledge of the principles 
of psychological medicine. But these principles in what I 
have called the “ situational,” and even in many of the histori- 
cally determined conditions, are simple and can be applied 
successfully by anyone who cares to give his attention con- 
sistently to this aspect of his practice. 








OF “HOMOLOGOUS SERUM 
JAUNDICE ”* 


BY 
W. H. BRADLEY, D.M. 
J. F. LOUTIT, B.M. 
AND 
KATE MAUNSELL, M.D. 


AN EPISODE 


The occurrence of jaundice in man after the administration 
of human blood products (plasma and serum) is now a well- 
recognized phenomenon, and a review of this “ homologous 
serum jaundice ” was recently published. The jaundice, which 
- is of hepatic origin, is readily distinguished from the haemolytic 
icterus which may arise immediately after transfusion with 
incompatible blood or out-of-date stored blood. Clinically 
it is similar to, if not indistinguishable from, epidemic hepatitis 
(catarrhal jaundice), but the incubation period is unusually long 
—commonly from 2 to 3 months, in contradistinction to the 
20- to 40-day period believed to occur in epidemic hepatitis. 

A high incidence (57%) of this jaundice has been observed 
among 71 subjects during the course of an investigation into 
allergic reactions to human serum. All these subjects received 
pooled human serum from a single batch (No. 034); a few 
of them received in addition whole blood or serum from other 
batches. Batch 034 was, however, the. only common factor, 
and was clearly incriminated as being icterogenic. Subsequently, 
icterogenicity was confirmed by the results of the deliberate 





* A report to the Medical Research Council from the §.W. London 
Blood Supply Depot. 
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administration of batch 034 to four volunteer cases of rhey.f are sum 
matoid arthritis in which it was desired to produce jaundice ' (group 
for therapeutic reasons. 16 devel 
From this experience it is possible to draw certain concly-j batch 0 
sions concerning the routes of administration and the effective} jaundice 
dosage of icterogenic material: some of the findings are} the date 
therefore reported. 
. Table sh 
Materials Used and 


No. 034 -was a routine batch of dried serum issued by the 
Medical Research Council Drying Unit. It had been prepared 
from 106 litres of pooled, filtered human serum collected in! 
late April, 1943, from donors in the London area. Sterility}; ——— 
tests before and after filtration were negative, and the batch Intraderm: 
was issued in units (bottles) each equivalent to 400 c.cm. of} ——— 
liquid serum. The units were numbered 1 to 250: Nos, 84 Intraderm: 
to 146 were received by this depot as its quota of the batch | fusions 


ta 


and were reserved for purposes of investigation. 
The other batches of serum also administered to some of gr 
the subjects were: materia! 


(a) Batch 045.—This was another routine batch of dried human 
serum issued by the Medical Research Council Drying Unit, ang | date of 
was prepared from 177 litres of serum from donors in the London | is the m 
area and East Sussex. It was collected in early June, 1943, and| been aff 
sterility tests before and after filtration were negative. Nos. 1 to 102 } of onset 
were received at this depot. ; period | 

(b) Pool 0.—This was a small pool of serum prepared locally and, sacertait 
after Seitz filtration, kept frozen until used. symptom 


Any bottle of batches 034 and 045 was assumed to be of} Of th 
identi¢al composition with any other bottle in the same batch.! well as 
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Methods of Administration 


Intradermal Tests.—Several bottles of batch 034 dried serum 
were reconstituted to normal strength with 400 c.cm. of sterile 
distilled water taken at random from stocks prepared at this 
depot. The resultant liquid was partitioned in 2-c.cm. aliquot 
into sterile test-tubes and kept frozen at 5° F. till required 
It was used on numerous days, on each of which one or more 
tubes were thawed out and a. sterile tuberculin syringe was 
charged with the fluid. Any unused fluid remaining in an 
opened tube was discarded at the end of the day. The same 
syringe and needle might be employed for several tests on the 
same day without sterilization between tests, but after each | 
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day’s use the syringe was cleaned in chromic acid and patel 
resterilized. Needles were thoroughly rinsed with water and} ——= 
resterilized daily. Sterilization was by dry heat (160°C. for GROUP 
2 hours). , 
For the intradermal test two intracutaneous injections of{ |iNTRADERMAL 
the reconstituted serum, each of 0.05 c.cm., were made into q 
the skin of the back in parallel with extracts of dust, pollen, » | tRansrusi 
animal hair, etc., and carbol saline. DERMAL 
Transfusions.—A bottle of dried serum was reconstituted to; miu 
400 c.cm. as above or, in the case of pool 0, the serum wal TRANSFUSI 
thawed out. Each transfusion was administered in approxi-| | 
mately 30 minutes. This applied to all except the four 
transfusions given to rheumatoid arthritis patients, who each oe 
received 50 c.cm. of reconstituted dried serum (batch 034) (batch 
added to 450 c.cm. of a group O concentrated red cell 
suspension. The it 
Cases subjects 
Group 1I.—47 subjects received intradermal skin tests on one to 
three occasions with batch 034 only. 25 of the 47 were allergic San 
subjects (hay-fever, bronchial asthma, etc.). j Since t 
Group 2.—9 subjects received intradermal skin tests and serum | on Hom 
transfusions on one to three occasions with batch 034 only. 7 of, syndrom 
these were allergic subjects. (Morgan 
Group 3.—19 subjects received skin tests or transfusions, or both} Sherlock, 
with batch 034, and, in addition, tests or transfusions with othet Beeson, 
human material (pool 0, batch 045, concentrated red cells). Of cases of 
these, 7 were allergic subjects, 8 were non-allergic controls, and 4! « catarrh: 
were the cases of rheumatoid arthritis. tion of 
diagnosis 
Results by this f 
All except two subjects who could not be traced weft} When 
followed up for at least 150 days after exposure. The results§ valescent 





‘ 
ay 


: Auc. 26, 1944 


“ HOMOLOGOUS SERUM JAUNDICE” 





BRITISH 
MEDICAL JOURNAL 


269 





a 
are summarized in the accompanying Table. Of the 47 cases 
group 1) who had received batch 034 only as skin tests, 
6 developed jaundice. Similarly, of the 9 (group 2) who had 
patch 034 only as skin tests and transfusions, 5 developed 
jaundice. The latent period in these cases, calculated from’ 
the date of the first or only administration of serum up to the 





Table showing Incidence of Jaundice following Intradermal Tests 





and Transfusions of Reconstituted Dried Serum (Batch 034) 

















. 
y the, Clinical Signs Latent Period 
dared t Group Cases Mean Ran 
, ~ ge 
sd in! Nil | Jaundice (Days) (Days) 
Tility — | 
atch | Intradermal tests only . . 47 | 21 26 71 46-104 
a, of = ; 
S. 84] Intradermal tests and trans-| 9 4 5 60 45-79 
Datch | fusions 
3 
dermal tests and/or trans- 19 8 11 59 45-96 
€ of wfesions + other human 
material 




















aa date of onset of the jaundice, was from 45 to 104 days. This 
ndon | is the maximum latent period ; it assumes that the patient had 


, and 


been affected by the first introduction of serum. The date 


> 102 ; pf onset of jaundice was taken as the end-point of the latent 


and, 


e of 


atch. | well as batch 034, 11 developed jaundice. 


‘group received material from batch 045. 


period, since in most cases, in retrospect, it was possible to 
ascertain this date, whereas the date of onset of prodromal 
symptoms could not be determined. 

Of the 19 cases (group 3) who received other materials as 
The latent period, 
calculated from the date of the first or only administration of 
batch 034, ranged from 45 to 96 days. Several subjects in this 
From subsequent 


rum} investigations there is reason to believe that this batch is also 
erile) icterogenic. 


this 
[UOots 
ired, 
nore 

was 
1 an 
ame 





The attack rate was of the same order whether the serum 
had been given intradermally or intravenously, and whether it 
had been given as a single dose or in repeated doses. The 
severity of hepatitis, which in all cases was mild or moderate 
in degree only, also appeared to be unrelated to the size, the 
route, or the frequency of injection. There was a suggestion, 
however, that the latent period was shorter when the material 


| the was given in the larger or in repeated doses (see Fig.). There 
































por is no evidence, so far, that permanent liver damage ensued. 
a 
and T 
for GROUP QUANTITY LATENT PERIOD 
c.cem. 
I 4-0: ‘ 0 enti *tBe coo Os 
5 off Inteanenna testy °7“2°S — 
ap I 1200 . " 
llen, TRANSFUSIONS | 800 . ° ° 
| BNTRADERMAL TESTS) 0-1-0°3 ° ee 
d to hig 
wail TRANSFUSIONS 50-1200] © gee . 
= Days 140 50 60) 70siBs—(iti «(00 
‘our 
sach Chart showing latent periods before onset of jaundice after 
034) intradermal tests and transfusions of reconstituted dried serum 
« (batch 034). 
The incidence of jaundice was no greater in the allergic 
subjects than in the normal controls. 
al ; Discussion 
, Since the publication of the Ministry of Health’s Memorandum 
rum} 92 Homologous Serum Jaundice (1943) the occurrence of the 
7 of, syndrome in this country has been mentioned in several reports 
(Morgan and Williamson, 1943; Dible, McMichael, and 
oth,| Sherlock, 1943; Steiner, 1944; MacCallum and Bauer, 1944; 
thet{ Beeson, Chesney, and McFarlan, 1944). Nevertheless, the 
| Dy cases of jaundice in the present series had been regarded as 















a 


“catarrhal jaundice ” and the association with the administra- 
tion of blood products was at first not recognized. The 
diagnosis of homologous serum jaundice was established only 
by this follow-up. 

When the syndrome occurs after inoculation (measles con- 


Yalescent serum, yellow-fever vaccine, etc.) it is relatively easy 





to detect icterogenic batches of material, because in most 
instances serum from only a single batch has been given. When 
jaundice follows transfusion it may be impossible to decide 
which is the causative batch, because in the usual transfusion 
practice several batches of plasma or serum may be admin- 
istered to a single patient and not infrequently whole blood is 
given as well. In the present series groups 1 and 2 resemble 
jaundice following inoculation in that only one batch (034) 
was administered ; group 3 cases are more comparable with 
those seen in transfusion practice, and if groups 1 and 2 had 
not been studied simultaneously it would have been more 
difficult to attribute the jaundice to the causative batch. All 
the subjects, except the 4 cases of rheumatoid arthritis, also 
received injections of allergens, but we have no reason to 
believe that these produce hepatitis. 

The attack rate—57% of exposed subjects—is the highest 
so far recorded in any series of homologous serum jaundice. 
It must, however, be remembered that opportunities for 
following up in this series were unusually good. The jaundice 
was not severe and there was apparently no correlation between 
dosage and virulence. In group 1 the dose was minute (0.1 
to 0.3 c.cm.) ; in group 2 two subjects received 1,200 c.cm. and 
three subjects 800 c.cm.—that is, 12,000 and 8,000 times the 
lowest group 1 dose. The group 1 dose is comparable to the 
dose recorded by MacCallum and Bauer in yellow-fever vaccine 
jaundice. Intradermal injections would therefore seem to be 
as effective as the intravenous and subcutaneous routes. 

One possible contact case occurred. A subject in group 2, 
first injected on July 1, 1943, developed jaundice on Aug. 16. 
A cousin who had been living with this patient until Aug. 9 
developed jaundice 31 days after the last contact. This may 
have been a random case of epidemic hepatitis, but an alterna- 
tive source of infection could not be established. 

In this series the clinical features (Livingstone, personal com- 
munication) and the biochemical findings (Gray, personal 
communication) were indistinguishable from those of epidemic 
hepatitis. Dible, McMichael, and Sherlock have reported their 
inability to distinguish histologically between biopsy material 
from cases of epidemic hepatitis and that from cases of 
homologous serum jaundice. For the diagnosis of the latter 
condition, therefore, one must rely upon the history of injection 
or transfusion of human material during the preceding few 
months. 


Icterogenic batches of human serum and plasma cannot be 
detected by any laboratory or animal tests. Their recognition 
is possible only when accurate records of the batch and bottle 
numbers of blood products given to patients are kept and when 
a careful follow-up of all recipients.is practised for some months 
afterwards. In the present series the generous co-operation 
of numerous medical officers of health and practising physicians 
made a 97% follow-up possible. 


Summary 


Homologous serum jaundice has followed the administration of 
a particular batch of pooled human serum. 


Jaundice occurred in 57% of the cases exposed. 


The dose of homologous serum administered varied from 0.1 to 
1,200 c.cm. 


The severity of the disease was not related to the dosage of serum 
given or to the route of administration. 
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The Colonial Office has issued through H.M. Stationery Office 
(Colonial No. 187; price 6d.) a report of the-West Indian Con- 
ference held in Barbados last March. Among the matters reported 
on by committees were the means for raising the nutritional level; 
planning of public works for the improvement of agriculture, educa- 
tion, housing, and public health; and health protection and quaran- 
tine. The conference took place under the auspices of the 
Anglo-American Caribbean Commission, and it is planned to hold 
another within the next ten months. 
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° A. CLARK PENMAN, M.D. 
i AND 


J. LOGAN, M.B., D.P.H. 


(From the Cheshire Joint Sanatorium) 


The difficulties of statistical evaluation of artificial pneumo- 
thorax treatment are well known. It is now recognized that 
crude statistics such as those of Drolet (1943) and Soderstrom 
(1941}—which do not take account of the effectiveness of the 
collapse—are weighted against pneumothorax by the inclusion 
of a large proportion of cases in which the A.P. was either 
useless or positively harmful (Rafferty, 1943). 

The late results of pneumothorax treatment depend largely 
on the efficiency of the collapse obtained (Hjaltested and 
Térning, 1939; Jennings et al., 1940), and since it has been 
shown that it is possible, by the use of internal pneumolysis, 
to improve the collapse in a large proportion of pneumothoraces 
(Edwards and Lynn, 1939; Wollaston, 1940), it seems to us 
that for the efficient practice of pneumothorax treatment this 
operation should be readily available and should be freely 
used when indicated. 

Edwards and Lynn (1939) reported the immediate result of 
internal pneumolysis on 235 patients. These have now 
been followed up for five years. Bilateral operations and 
thoracoscopies without division of adhesions have been excluded 
from this series, and the number brought up to 200 consecutive 
cases of pulmonary tuberculosis treated by artificial pneumo- 
thorax with unilateral division of adhesions by closed intra- 
pleural pneumolysis. When the indications existed this treatment 
was supplemented by phrenic evulsion (110 cases), and all 
patients underwent a strict course of sanatorium routine. 

All patients were classified according to the Ministry of 
Health classification on admission to the sanatorium. The 
poor quality of the clinical material is shown by the fact that 
41% of the series fell into the T.B.+ 3 group, 49% were 
T.B. + 2, and the remaining 10% were either T.B.+ 1 or 
T.B. minus. In all but seven of the 200 cases there was cavita- 
tion in the treated lung, and 97 had multiple cavities. 


Radiological Result of Operation 
The present series of 200 pneumothoraces with pneumolysis 
have been grouped according to the degree of collapse obtained 
as estimated from a study of serial post-operative films ; the 
survival of the different groups is shown in Table I. Group I 


TasBLe I,—Survival 5 Years after Operation according to Degree 
of Collapse 
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| Group No. | Alive % Alive ESO. 
: I 28 21 75 1 
Satisfactory { ll 56 50 89 1 
Incomplete ~~ 4 | pc = aS 
Ineffective .. Vv Ss li Ss 47-5 sa 
200 | 133 66°5 2 














indicates a pneumothorax in which there is complete relaxation 
of the apex with no adhesions to the lateral chest wall or 
upper mediastinum. In Group II the lung is free of the chest 
wall but there are adhesions to the upper mediastinum below 
the level of the clavicle. Several patients in these two groups 
had unimportant basal adhesions associated with upper-zone 
disease. Group III includes all cases with the lung completely 
freed except for adhesions to the mediastinum as far up as 
the apico-mediastinal angle. In Group IV the lung apex was 
adherent to the cupula. Group V includes those cases in 
which there was massive adherence of the apex to the dome 
of the chest and all cases in which there were inoperable 
adhesions to the lateral chest-wall irrespective of the apical 
relaxation. Before operation none of the cases had a collapse 


which could be classed as Group I or II. 












Edwards and Lynn (1939) found that the immediate eff, 
of pneumothorax was not impaired by undivided adhesions tg 
the mediastinum below the level of the clavicle. From Table 
it appears that these adhesions are also without harmful effec 
on the late results. 

It is worthy of note that these findings are not in agreemen 
with those of Jeanneret and Gilliard (1942), who insist tha 
for full effect the freeing of the lung must be carried as far q 
the hilum on the mediastinal aspect. Collapse of this natu Satisfactc 
was present in 55 of their 300 cases of pneumothorax, 2¢ Incomple 
without pneumolysis, and of these 55 cases 49 (89%) wen! _ 
found to be efficacious after six months. In the present serie,’ Tota 
it is shown in Table I that of 56 cases with mediastinal 
adhesions below the level of the clavicle, 50 (89%) are alive 
five years after operation. We are of the opinion that adhesion; 
to the medial thoracic wall below the level of the clavicle 
are in most cases without effect on the course of the pneumo- 
thorax, and that operation in this area can often be both/ 
meddlesome and dangerous. 

In cases with adhesions either to the apico-mediastinal angle 
(Group III) or the cupula (Group IV) the survival rate jg 
distinctly less satisfactory. So far as deductions can be made 
from such small figures, it seems to us that the removal of 
some apical adhesions is of small benefit to the patient unless 
the apex can be dropped below the level of the clavicle. In! 
the 76 cases with ineffective pneumothorax (Group V) the/ 
survival of only 47.5% is an indication of the small therapeutic 
value of this type of collapse. 

Since we have found the cases in Group II to have survived 
at least as well as Group I, both as a whole and when other 
factors were controlled, we have in the subsequent tables 
combined the groups ‘into a class designated “ satisfactory 
collapse.” For the same reasons Groups III and IV have been, 
combined as “incomplete collapse.” 

In the “ satisfactory collapse ” group it was possible to follow, 
81 of the 84 patients for six years after operation, and some 
more detail was available as to their present condition: 
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Number of patients te os sp + = 84 
Total alive — ae 5 55 as a3 69 The c 
Well and working .. - 36 a a: OD after op 
Unable to work ] in Table 


Dead... = 26 Ds se = <e 12 
Lost sight of .. sie . a 3 
TABLE 
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Of the 56 who were working 52 had completed their treat-: 
ment, and the other four had their disease well controlled with 
refills at intervals up to 10 weeks. One patient had died in) 
the sixth year, and one had been lost sight of. 


Ministry -£ Health Classification on Admission 


The Ministry of Health classification on admission is 
correlated with the radiological result and survival in Table II. 











Satisfactor 
Incemplet: 
Ineffective 


Total: 





TABLE II.—Classification on Admission. Correlated with Degree af 
Collapse and Survival 5 Years after Operation 
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tubercul 
factory 
and was 
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. of the 
number 

: taining, 
The survival of even 54% of T.B.+3 patients for 5 years is| sputum. 
not unsatisfactory. An effective pneumothorax in this same| 7 surviv 
class improves this figure to 76%. The number in the T.B} not be « 
minus group is too small to warrant any conclusions, but tht) not feel 
survival of 16 of the 18 is in keeping with the good prognosi| figures. 
for patients with negative sputum after operation, which is» the patie 
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Incomplete .. 5 
Ineffective .. 6 
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apparent in a later table. that ever 

sidered. 

State of Contralateral Lung Temains 

The contralateral lung was classified as “ good ” when it was} Altoge 

clear or when minimal infiltration was present, and as “ bad"} ment of 

when there was cavitation or massive infiltration likely to himself ; 
progress to early cavitation. Eleven cases with ineffective 
artificial pneumothorax without pneumolysis on the contra 

lateral side were included in the “bad” group. Intermediate} In eve 


cases were classified as “‘ moderate.” The state of the contra § divided | 
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effec lateral lung is correlated with the radiological result of operation 
= tq’ and survival in Table III. Of the 198 cases 93 (47%) had 
able 

effec} Taste III.—State of Contralateral Lung. Correlated with Degree of 
4 Collapse and Survival 5 Years after Operation 


















































; I ine 
a Good Moderate Bad or A.P. 

| thal 

far ai No. | A -|%A{No.| A |%A] No. | A |%A 
atu isfacto 25 |" 23 1-92 | 26%) 25 | 96) |) S182 74 
x, 20% eae. 11 9 82 9 6 | 67 20 11 55 
weil Ineffective ..| 16 | 11 | 69 | 18 518i @ | 6 | 3 
erie! Totals... | 52 | 43 | 83 53 | 40 | 76 | 93 | 50 | 54 
Stina — * 1 accidental death. . 
alive 


SIONS) sqvanced disease in the contralateral lung, and this- group 
avicle accounted for 77% of all the deaths. There was no death 
UMO-| From tuberculosis among the 26 patients with a satisfactory 
both collapse accompanied by moderate infiltration of the contra- 
Jateral lung. The survival of 74% of those with satisfactory 

angle collapse and contralateral cavitation was unexpectedly high 
ite is} and noteworthy. These findings support the view that control 
made] of the disease in one lung favours healing in the other. 
al of The prognosis for the tuberculous patient with bilateral 
inless cavitation is always poor, and in our series contralateral 
@ artificial pneumothorax was either impossible or unsatisfactory. 
So artificial pneumothorax with pneurnolysis was the most 
radical treatment applicable to them. A small proportion 
‘ would nowadays become candidates for contralateral partial 
vived) thoracoplasty, but in this class of case “many are called but 
other! few are chosen.” 
rk Sputum 
kent Sputum was negative or absent three months after operation 
in 138 (70%) of the 198 patients who were followed up. Of 
“ole sputum-negative patients 109 (799°) survived five years, 
compared with only 40% survival in the sputum-positive group. 
The great majority of the negative findings were confirmed by 
concentration and culture. 

The correlation between the state of the sputum three months 
after operation and the degree of collapse obtained is shown 
in Table IV. It is noteworthy that only one of the 65 sputum- 


TaBLeE IV.—Sputum 3 Months after Operation. 
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peripheral stumps. According to this estimate, the extent of 
area cauterized was classified as small when only strings and 
thin bands were divided, moderate, and large. Only very 
extensive cauterizations were included in the “large” group. 

Of the 82 satisfactory collapses 66 were the result of moderate 
or large cauteries. The proportion of different sizes of cauteries 
was similar in the other two collapse groups except for a 
slightly greater incidence of large cauteries in the ineffective 
group. The size of cautery has been correlated with the radio- 
logical result of operation and survival rate in Table V. It 


TABLE V.—Extent of Area Cauterized. Correlated with Degree of 
Collapse and Survival 5 Years after Operation 
































Small Moderate Large 
No.| A |%A|No.| A |%A|No. | A |%A 
Satisfactory 16 | 14 | 83 | 5ss*| 46 | 84 | 1 | 11 | 100 
Incomplete .. 9 6 67 24 15 61 7 5 72 
Ineffective |. | 14 4 | 29 | 47 | 26 | 5s.| 15 6 | 40 
Totals.. | 39 | 24 | 61-5 | 126 | 87 6 | 33 22 | 65-5 




















* 2 accidental deaths. 


appears that, in this series, size of burn did not have a 
significant effect on the prognosis, although Edwards and Lynn 
(1939) found that the incidence of effusion was higher in exten- 
sive burns and that the effusions tended to be persistent in 
type. The majority of the empyemata occurred in the 
ineffective group. 
Effusions 

Enough fluid to cover the dome of the diaphragm in the 
upright position has been classed as an effusion, and smaller 
amounts have been disregarded. This quantity of fluid, or 
more, occurred in 103 of the 198 cases followed up. In 46 of 
these cases the fluid disappeared in a short time without 
aspiration. In cases in which the fluid persisted we aimed at 
keeping the pleura as dry as possible, and all fluid specimens 
were examined by direct film and culture for tubercle bacilli 
and pyogenic organisms. 

The survival of patients having the different types of effusion 
is shown in Table VI. Here it is apparent that effusions which 


TaBLE VI.—Effect of Effusions on Survival 5 Years after:Operation 
































treat. Degree of Collapse and Survival 5 Years after Operation l sti 
with Effusions No. A “A 
din Negative Positive Ongena 95 68 72 
ay Transient «3 Pry ae 46 36 73 
Ne. A “A | No. A | “A ClarTB—- :. 2%. 24 45 63 
Satisfactory .. ..| 65* | 62 | 96 17 9 a eet 7 : = 
Incomplete .. ae 25 19 76 15 7 47 Mixed empyema 9 2 3? 
n is} Ineffective .. =: 48 28 57-5 28 8 29 = ie 
le WL} = Totals... 3S .. | «138 109 79 6 | 24 | 40 ' ie i “is 
eee - | quickly clear up have no ill effect. The prognosis in cases 
progressing to empyema is of course bad. We found, however, 


ee 0 : 
2 J * 2 accidental deaths. 


| | negative patients with satisfactory collapse died of pulmonary 
___| tuberculosis. In 13 of the 17 sputum-positive cases with satis- 

% A | factory collapse the contralateral lung was classified as bad, 
76 | and was the probable source of the positive sputum. 

: In the “incomplete collapse” group the survival of 76% 
—. of the sputum-negative cases suggests that a considerable 
| 4 | number of these artificial pneumothoraces are worth main- 
—— | taining, provided control of the disease is indicated by negative 
rs is| Sputum. Of the 15 sputum-positive cases in this group only 
same| 7 survived. Since a contralateral origin for the bacilli could 
T.B.} not be excluded in 6 of the 8 patients who are dead, we do 
t the) not feel that any conclusions can be drawn from these small 
nosii| figures. But throughout the series the prognosis is gloomy for 
th is; the patient whose sputum remains positive, and it is imperative 
that every other possible method of treatment should be con- 
sidered. Unfortunately the hard cote of untreatable cases 
temains distressingly large. 














was} Altogether Table IV suggests very strongly that the achieve- 
sad” ment of a negative sputum is quite as important for the patient 
y to himself as for his contacts. 

ctive 

ntra- Extent of Area Cauterized 

diaté} In every case the operator (P. W. E.) described the adhesions 


ntra-Bdivided and estimated the area of the burnt surface of the 
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that the total deaths attributable to this cause were 12, in 7 
of which cases the collapse was ineffective. 


Discussion 


As experience of artificial pneumothorax treatment has 
increased, more and more tuberculosis physicians have come 
to accept the view, often expressed by one of us (Edwards, 
Ann. Reps. Cheshire Joint Sanatorium), that the result of 
pneumothorax depends on the efficiency of the collapse. Since 
the general adoption of internal pneumolysis, the standard of 
what constitutes an efficient collapse has become more rigid, 
and the aim is a complete relaxation of the lung. Hjaltested 
and Toérning (1939) have found that their patients in whom 
a good pneumothorax was the result of internal pneumolysis 
fared at least as well as those in whom the same type of 
collapse was present without operation. In the present series 
84 patients had satisfactory relaxation of the diseased lung as 
a result of internal pneumolysis. Furthermore, we have found 
that throughout our series the collapse obtained as the result 
of an extensive cauterization was no less effective than that 
in which smaller or fewer adhesions were divided. 

In those patients on whom operation carries special risk 
by reason of the anatomical character of the adhesions or the 
poor general condition of the subject, alternatives to artificial 
pneumothorax must be considered. But when contralateral 
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disease allows of no more radical alternative the operative . was granted the privilege of studying phonetics and audiometry 


risk must be accepted, for success in obtaining a satisfactory 
collapse carries with it some prospect of improvement in the 
contralateral disease. The abandonment of the pneumothorax 
without thoracoscopy,and the maintenance of an unsatisfactory 
collapse are both bad practice. 


Summary and Conclusions 


The state of 200 cases of unilateral internal pneumolysis 5 years 
after operation is reported. 

Of these cases 2 were lost sight of in this period. 133 (66.5%) 
survived 5 years. 71 (86.5%) of those cases in which a satisfactory 
collapse was obtained by operation survived 5 years, and 56 of these 
were well and working after 6 years: none of them had a satis- 
factory collapse before operation. 


A satisfactory collapse on one side seems to have greatly improved 
the prospect of survival in cases with bilateral cavitation. 

The persistence of positive sputum 3 months after division of 
adhesions indicates a poor prognosis. On the other hand, a negative 
sputum improves the outlook in the “‘ incomplete ” and “ ineffective ”’ 
collapse groups. 

Tuberculous empyema, especially when secondary infection is 
present, is a serious complication, but it accounted for only 18% 
of the deaths in 5 years. 


If artificial pneumothorax is employed the aim should be to 
obtain the most complete collapse possible by the use of internal 
pneumolysis. 
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HIGH-TONE DEAFNESS IN SCHOOL- 
CHILDREN SIMULATING MENTAL 
DEFECT 


BY 


MARY D. SHERIDAN, M.D., L.R.A.M. 
Assistant School Medical Officer, Manchester 


Some years ago, after several examinations, I certified as men- 
tally defective a girl aged 9 who had been referred to me in 
school as a case of backwardness associated with speech so 
rudimentary that the child was practically dumb. She was said 
to hear normally. She came when she was called and she had 
every appearance of understanding simple orders and requests. 
I verified this by several rough tests such as calling her name 
loudly, ringing bells, beating an enamel bowl, clapping my 
hands, etc., behind her back at distances ranging from one to 
ten feet. She never failed to turn immediately with a bright 
eager smile. Her elder sister had been a certified defective and 
had attended a special school. There had been no question 
of deafness in the older girl’s case: the diagnosis appeared only 
too obvious. In the special school, however, with its better 
opportunities for individual observation and teaching, it was 
soon apparent that the child’s general behaviour, muscular con- 
trol, and handwork were vastly superior to that of her class- 
mates, and the possibility of some unusual form of deafness 
was considered. She was sent to the Department of Education 
for the Deaf at Manchester University, where Dr. and Mrs. 
Ewing were conducting their first work in audiometry. The 
audiogram at once showed that the child possessed only 
“islands of hearing.” She was transferred to the Royal School 
for the Deaf at Old Trafford, where, since her intelligence 
was actually of a high order, she responded most satisfactorily 
to Dr. and Mrs. Ewing’s (1938) methods of combined lip- 
reading and hearing-aid methods. 

This case, and a somewhat similar one, prompted me to 
investigate the whole subject of speech and language from 
the physical rather than the psychological point of view, and I 





in Mrs. Ewing’s department at the University. As my ear 
became more sensitive to fine distinctions in sound, and my eyes 
more observant to detect slight differences in the articulatory 
movements of the tongue and lips, I began to distinguish 
innumerable sound substitutions and omissions of which I had 
hitherto been more or less oblivious. It was soon obvious— 
as every speech therapist knows—that these substitutions and 
omissions followed definite patterns. My problem was to dis- 
cover, if possible, why the same patterns kept recurring. [t 
occurred to me that some sort of classification according to sex, 
age, and intelligence would be useful for the purposes of the 
survey. I decided to exclude cases of “ baby speech” under 
5 years of age. Over a period of three years I examined the 
speech of some thousands of elementary-school children between 
the ages of 5 and 14 in London, Manchester, and Cornwall. 
These places were chosen because the local accents differ very 
widely and because facilities happened to be available to me. 
The investigation was later widened to include some hundreds 
of secondary-school children of corresponding age groups; 
100 certified mental defectives ; 100 blind children ; and finally 
100 children known, from pure-tone audiometric examination, 
to be suffering from impaired hearing. Examination of this last 
group was made possible through the kindness of Dr. J. L, 
Burn, the medical officer of health for Salford, who had con- 
ducted a hearing survey of his entire school population, using 
first a group pure-tone test and then giving an individual pure- 
tone test to those who failed to reach the normal level in the 
first test. The detailed findings of the survey are too lengthy 
and complicated to give here, but it gradually became apparent 
that defects of speech are most commonly found in mentally 
retarded children and in children with impaired hearing; and 
that, although the patterns of speech defect were very similar in 
the two groups, certain sound substitutions and omissions were 
more often associated with impaired hearing, and certain others 
with mental retardation. Vowel sounds were only rarely inter- 
changed: the nasal sounds (m, n, and ng) were usually correct 
(although occasionally “n” would be substituted for “ ng,” after 
the manner of our “ huntin’” and “ fishin’ ” forebears) ; but the 
sounds represented in ordinary script by the letters r, 1, w, and 
y were fairly often substituted for each other, so that a “ rabbit” 
might be a “ labbit,” a “ wabbit,” or a “ yabbit,” and a “little 
lamb” might be a “ritter ramb” or a “yitty yamb.” The 
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sounds of “t” and “d” were often omitted, especially at the | 


ends of words. These same sounds, which are “front stops,” 
were very frequently substituted for the back stops, “k” and 
“og” (this “cup of cocoa” became “tup of toto”); but the 
most frequently defective sounds of all were those of “ss,” “f,” 
and “th” and their voiced equivalents “z,” “v,” and “th” 
(voiced). The “s” defects included substitutions by “th” (the 
common “lisp ”), “sh,” “t,” and a sort of voiceless “1” rather 


like the Welsh “Il” sound in the word “ Llewellyn.” No less / 


than 83% of my cases in which a defect of “s” was the sole 
defect present were associated with malocclusion of the jaws 
(Seth and. Guthrie (1935) give a 90% association), and the 
frequency with which I either observed thumb-sucking myself 
or obtained a history of the habit from the mothers leaves no 
doubt in my mind of the permanently harmful effects of this 
practice. 
tary-school children, the blind children, and the mental defec- 
tives was “f” for “th” (e.g., “thirty-three things” would be 
“firty-free fings”). This defect did not once occur in the 
secondary-school group, probably because the intelligent child, 
even if his hearing is slightly impaired, rapidly learns to dis- 
tinguish these sounds by their lip movements and by their 
different visual symbols in reading-books. It was not so com- 
mon in the hard-of-hearing group as defects of “s” and “r,” 
doubtless for the same reason. 

It is to Dr. Harvey Fletcher (1929), the physicist employed 
by the Western Electric Film Co. in research on the transmis- 
sion of speech sounds, that we owe the invention of the audio- 
meter. A complete description of the chart or audiogram and 
how it was evolved is given in his book. Otologists have been 
using the audiometer to diagnose deafness for so many years 
that it is unnecessary to describe it here; but for the sake of 
those who are not familiar with the chart it may be said that 
the normal “ speech range ” extends over some 6} octaves, from 
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a 
90 to 8,000 double vibrations per second. The “ pure tone” 
Y or fundamental note of middle C on the piano is 256 (on the 
horizontal scale), so that we use one and a half octaves below 
and five octaves above this note. The line 0 represents normal 
hearing. The figures on the vertical scale represent the intensity 
of sound in decibels, 10 being approximately equal to the 
whisper of leaves in a faint breeze, 20 a whisper at 5 feet, 50 
normal conversation at 4 feet, 75 a man shouting at 4 feet, 
90 a lion roaring at 18 feet, and 110 (about the limit of human 
endurance) a steel plate hammered by four men (R. T. Beatty, 


1932). 


The late Dr. Phyllis Kerridge of University College Hospital, 
who first introduced audiometry into this country, said that the 
“middle frequencies ” are the most important for speech recog- 
nition (Kerridge, 1937), but Dr. and Mrs. Ewing consider that 
good hearing over 250 to 5,000 d.v. is necessary for accurate 
> appreciation of speech. Harvey Fletcher was able to show that 
yowels are normally heard more easily than consonants, partly 
because their phonetic power is higher (he says the sound “aw ” 
has a phonetic force 680 times as great as the voiceless “ th”) 
and partly because their fundamental notes are at the lower 
end of the scale; although the sound “ee” (as in “ speed ”’) 
has important harmonic components among the upper fre- 
quencies, the sounds of “1,” “r,” and “ng” are the easiest 
of the consonants to hear. The most difficult sounds are “ v,” 
“f” and “th,” which together account for more than half of 
the mistakes made in listening to nonsense syllables. He also 
noted that the sounds most often affected by “ filtering out” 
the high frequencies were “s,” “ th,” “z,” “t,” and “f.” These 
findings are significantly comparable with my own observa- 
tions concerning the sounds most often defective in school- 
children. In my survey I had each day noted down carefully 
the phonetic substitutions and omissions that came my way, but 
did not attempt to analyse them until the entire period of 
review was over. In this way I tried to eliminate all my pre- 
conceived notions regarding speech defect. Subject to the limit- 
ations of my own visual and auditory fields, the results charted 
were as accurate as I could make them. 


As noted above, it gradually became apparent that defects (or, 
perhaps more accurately, immaturities) of speech sounds were 
associated most commonly with two groups of children—those 
who had impaired hearing and those who were mentally 
retarded. The deaf child is organically unconscious of certain 
speech sounds, since his auditory nerve is defective for that part 
of the range ; the backward child is functionally unconscious of 
certain sounds, although his audiogram may show no defect cf 
hearing for pure tones. The difference between the speech and 
attitude of the two groups of children is difficult to describe, 
but it is obvious enough to the trained observer to prompt 
thorough investigation. 
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Of the various types of deafness the one most commonly 
mistaken for mental backwardness in school is high-tone deaf- 
ness. The child with impairment of low tones but good “ con- 
sonant hearing” does not, in my experience, suffer a compar- 
able educational disadvantage. He hears the vowel sounds 
diminished in power but normal in quality ; the “ speech tunes ” 
tise and fall with their normal cadences ; and, provided he can 
sit near the teacher, his disability will scarcely be noticed unless 
itis severe. The child with heavy loss over the high frequencies, 
however, will never be able to acquire the finer consonants 
naturally—that is, by ear; the speech tunes will have gaps (as 
if he were listening to a piano in which some of the notes were 
dumb), and his own speech, re-echoing as all children’s speech 
does only the sounds that are fully appreciated, will show dis- 
tortions varying in proportion to his hearing loss from mere 
indistinctness to. gross unintelligibility. Often the good vowel 
‘hearing of these children will deceive the parent, the teacher, 
and the medical officer so completely that they are considered 
to be not deaf but stupid and obstinate. Their attainments in 
the basic subjects, particularly spelling and dictation, are 
seriously retarded and may be non-existent. Their attainments 
in arithmetic are usually less rudimentary and may be compara- 
tively good, because it is easier to recognize numbers from vowel 
sounds alone, and the few visual symbols needed are soon 
learnt. (This acquired ability to recognize numbers from vowel 
Sounds alone must always be remembered in using a gramo- 


. 












phone audiometer, especially with adults who are experienced 
listeners and whose minds are accustomed to “ making up” 
the whole word from hearing a mere fraction of it.) It is prob- 
able that many of the cases diagnosed in the past as congenital 


word-deafness or auditory imperception were, in reality, 
examples of high-tone deafness. It must be obvious that an 
audiogram should be made of every child over 7 years old 
whose speech shows more than two phonetic substitutions or 
omissions, whether or not deafness has been suspected, and 
that no child showing speech defect, however slight it may seem 
to the untrained ear, should be certified as mentally defective 
without a complete investigation of the hearing. 

I have come across several such cases in the course of the 
past year. The following are selected because they are parti- 
cularly instructive and because I first suspected, from their 
speech alone, that the hearing for high tones was defective. 

It may be noted that in each case the bone conduction as 
well as the air conduction is tested, but to prevent confusion 
these readings are omitted from the charts. One case of low- 
tone deafness is included for comparison. In every case clinical 
tests are also given. The tests used are 5 lists of 25 words each 
and groups of sentences standardized by Kerridge and Fry 


(1939). 


Illustrative Cases 


Case A.—Girl aged 13 years 10 months. Certified as mentally 
defective at 11 years with a Binet I.Q. of 50. At the retest 12 months 
later the I1.Q. was 52. The child’s speech was noted as “ slightly 
defective.” (To my trained ear after I had studied phonetics it was 
gross.) The defect markedly involved “s,” “sh,” “1,” and “k.” 
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Chart of Case A 


Deafness had never been suspected at home, in school, or in the 
clinic. The case was re-examined finally only a few weeks before 
the child was due to leave school. Further training until 16 was 
offered but refused. Re-examination some months later was offered, 
but no reply was received. 


Case B.—Girl aged 13 years 8 months. Certified at 9 years with 
an I.Q. of 67. (Later examinations gave 70.) The child’s speech 
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was noted as “indistinct.” It involved “s,” “sh,” and “r” 
principally. There was in this case a family history of deafness. 
The parents gratefully accepted the special training offered, and the 
child was admitted immediately to a school for the deaf, where she 
will remain until 16 years old, and where she will be taught a suit- 
able trade. 


Case C.—Boy aged 9. Referred to the clinic by his teacher as 
“hopelessly backward and unteachable, with very poor speech.” 
His speech was completely unintelligible. The defect involved most 
of the consonants; the back vowels “‘ 00.” (pool) and ‘“‘ aw” (paw) 
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Chart of Case C 
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were strongly nasalized. His comprehension of other people’s speech 
was quite good, but his scholastic attainments were nil. The audio- 
gram showed very plainly the severity of his defect: He was 
immediately admitted to a school for the deaf. 


Case D.—Boy aged 12. This was one of the most dramatic cases 
encountered in the research. The boy was one of a highly intel- 
ligent family of five. His speech defect markedly involved “ s,” 
“r,” and “th,”’ but his concentration was so good that, except for 
dictation, in which his disability caused him to appear very back- 
ward, his scholastic attainments were normal. His English composi- 
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Chart of Case D 


tion, in which he could choose his own words, was well up to 


standard, and his arithmetic was good. His deafness had never . 


been suspected either at home or in school. He had merely been 
considered a rather mediocre member of a clever family. He has a 
distinct gift for drawing, and is being referred for special training 
in art. He is also attending the lip-reading classes provided for 
all these children. 


Case E.—Girl aged 11. This child was suspected of deafness at 
3 years of age by her parents because she was “late in talking.” 
Her defect involves “ss,” “sh,” and “r” mafkedly. She is highly 
intelligent and has actually won a scholarship; she attends a second- 
ary school, where her teachers, informed of her disability, have 
been able to give her special consideration. She is now successfully 
learning French. She is an expert self-taught lip-reader. At 3 
metres, with her back turned, she did not hear a single word of the 
first list of 25. Facing the speaker at the same distance, she 

repeated 16 correctly out of the second list of 25 words. At 1 metre, 





with her back turned, she heard none of the third list of 25; but. 
facing at 1 metre, she repeated 20 of the fourth list correctly, Her 
hearing for connected speech, in which the “ tunes ” help the sense 
is (facing) 4 out of 5 at 3 metres, and 5 out of 5 at 1 metre. ; 
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Case F.—Girl aged 13. This chart of typical low-tone deafness 
is given only for comparison. There was a family history of 
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Chart of Case F (low-tone deafness) 


otosclerosis. The child’s speech was perfect, but very quiet. Her 
school work was excellent. 


Conclusions 


The estimation of the hearing of children by pure-tone audio- | 


metric methods is highly skilled work. Every large school 
medical staff should possess at least one medical officer (prefer- 
ably a recognized Certifying Officer already familiar with the 
normal standards of intelligence and scholastic attainment) who 
is adequately trained in audiometry and phonetics. Smaller 
authorities could send their cases for investigation to the larger 
centres. 


The hearing of all children over 7 years old who show per- 
sistent defects of articulation should be investigated by this 
trained medical officer. The co-operation of other school medi- 
cal officers, speech therapists, and teachers in referring cases 
is essential. 

No chiid with persistent defective articulation should be certi- 
fied as mentally defective on the results obtained from tests 
involving language without an investigation of the hearing. 

Accurate diagnosis of high-tone deafness is already possible. 
The problems of its aetiology and treatment (medical and edu- 
cational) are matters urgently needing consideration. 
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LYTIC STREPTOCOCCAL TONSILLITIS 
AN R.A.F. STATION 


BY 


THOMAS S. WILSON, M.B. 
Fl. Lieut., R.A.F.V.R. 


\the Bulletin of War Medicine of July, 1943, Vol. II, No. 11, 
[ published an abstract of an article by Bloomfield and Rantz. 
This described an outbreak of streptococcal sore throat in an 
American Army camp. The following description of an 
epidemic which occurred on an R.A.F. station may prove of 
value. It will be seen to be similar in many respects, but it 
presents some interesting points of comparison. ; 


ON 





Incidence of Cases 
The outbreak occurred in Nov., 1942, and of a total camp 
personnel of 14 officers and 351 airmen, 89 airmen were 
affected. The “explosive” nature of the epidemic is indicated 
by the daily incidence of fresh cases, which was as follows: 
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Subsequent to this, no fresh cases were reported. 


ot 


Clinical Features 

Clinically, the patients were acutely ill, showing marked local 
and general reactions. The tonsils were red and oedematous, 
with patches of exudate. In many cases the cervical glands 
were enlarged and tender. Those patients without tonsils had 
a diffuse pharyngitis. Temperatures ranged up to 104°. 
; Response to the sulphonamide group of drugs was not as 
ppaestc as might have been hoped, and in many cases there 
was a recrudescence of pyrexia around the tenth day. Blood 
sedimentation rates were almost invariably markedly raised— 
in some instances as high as 85 mm. (Westergren) in 1 hour— 
and even after the lapse of 4 to 5 weeks an increase was 
observed in many cases. Convalescence tended to be prolonged, 
3 to 4 weeks elapsing before discharge from hospital. Two 
cases of otitis media, one of acute carditis, and two of arthritis 
were among the complications. Throat swabs from a number 
‘of patients all gave cultures of a haemolytic streptococcus which 
belonged to Group A Lancefield and was serologically Type 9. 





Investigation 


In the course of investigation it was noted that the cases 
were confined entirely to those who dined in one particular 
mess. Of the officers, N.A.A.F.I. personnel, or civilians (none 
of whom fed in this mess) none was affected. There was no 
‘relation between the case incidence and the distribution of 
personnel in the sleeping billets. These features suggested a 
food-borne infection rather than the more usual “ droplet ” 
spread from case to case, although it is probable that the 
10 cases occurring from the fifth to the eighth day were infected 
in this fashion. By studying the movements of affected 
personnel immediately before the outbreak, the period when the 
infection was presumed to have occurred was narrowed down 
‘to between 2 and 3 days prior to the first case being seen. 
Bacteriological examination of food-handlers was carried out. 
\It was discovered that a cook who had been in charge of the 
preparation of milk on one of the days under suspicion was 
heavily infected with haemolytic streptococci. These were of 
the same serological strain as those isolated from patients, 
although the cook was himself symptom-free. The milk in 
question was tinned, and was prepared 2 to 3 hours before use 
aby mixing one part of tinned milk with two parts of boiling 
water. This would give the mixture an initial temperature of 
about 65 to 70°C. When it was allowed to stand this would 
tapidly drop, providing an excellent medium for growth of 





} Sganisms at optimum temperature. During the period in ques- 


tion the cook was suffering from a severe head cold and was 
eezing continually. The conclusive proof of isolating the 
organisms from the milk under suspicion was impossible, as a 
ample was not available. Circumstantial evidence, however, 
itrongly supports the assumption that this was the medium by 
Which the infection was spread. 
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AN “EXPLOSIVE” OUTBREAK OF HAEMO- , Carrier Rate 
| With regard to the cookhouse personnel, the following 


Statistics were obtained when throat swabs were taken 12 days 
after the outbreak: 20% had developed acute tonsillitis ; 45% 
were carriers of haemolytic streptococci (30% Group A Type 9, 
15% not Group A) and symptom-free ; 35% had negative throat 
swabs and were symptom-free. If it is permissible to consider 
these persons as a representative cross-section of the community 
(the approximate similarity between the percentages who actually 
developed the condition would seem to support this assumption 
—20% of the cookhouse personnel and 25% of the station 
personnel), it can be concluded that 12 days after the outbreak 
of the epidemic 45% of the community were carriers of 
haemolytic streptococci. In 30% of cases the organism belonged 
to Group A Type 9. : 

After the lapse of a further 12 days, swabbing of the throats 
of a number of personnel chosen at random showed that the 
haemolytic streptococcus carrier rate had fallen to 25%. Un- 
fortunately grouping and typing of this further series of throat 
swabs was not carried out, but it is probable, however, that 
this decline of 20% occurred in the numbers of those who 
harboured haemolytic streptococcus Group A Type 9. 

Presuming that the decline in carrier rate during the first 
12 days subsequent to the outbreak was approximately the 
same as that during the second 12 days (in all probability it 
was even greater), it would appear that on the first day of 
the epidemic the proportion of personnel who harboured this 
particular strain of organism in their throats but were symptom- 
free (i.e., were immune) would have been in the region of 50%. 

In the intervening period between the two series of throat 
swabs the community had been divided into two sections, 
which were isolated from one another. The personnel of one 
section carried out gargling with pot. chlor. and phenol twice 
daily, while among those of the other section no preventive 
measures were taken. It was noted that, in spite of this, the 
carrier rates of the two sections remained exactly the same. 
This would seem to substantiate the doubts which have been 
cast on the usefulness of gargling in an outbreak of this kind. 


Conclusion 


It is concluded that this was an epidemic in which the 
infection was primarily food-borne, with case-to-case spread 
playing a very minor part. It is thought that the reason for 
the comparatively small incidence of case-to-case infection may 
have been the fact that those susceptible had been picked out 
by the primary infecting agent, the few who escaped this hazard 
rapidly succumbing to “droplet infection.” This is borne out 
by the remarkably large number of immunes—probably at 
least 50% of the community. 


Comparison with a Similar Outbreak 


On comparing this epidemic with that described by Bloomfield 
and Rantz the following will be noted: (a) That in both cases 
a food-borne infection was suspected. (b) That in both instances 
case-to-case infection was minimal: while in the latter this was 
presumed to be due to a low virulence of the infecting organism, 
in the former the reason was thought to be that the majority 
of those who escaped were immune to the particular strain 
concerned. (c) That the causal organism in the American 
epidemic was of a different Griffith subtype, being Group A 
Lancefield subtype 15. (d) That the main clinical features were 
similar in both, with the exception that Bloomfield and Rantz 
describe the appearance of a characteristic scarlatiniform rash 
with subsequent desquamation in one-fourth of the cases, while 
in no instance was a rash observed in the present epidemic. 
This suggests that haemolytic streptococci belonging to subtype 9 
play no part in the causation of scarlet fevér, in-contradistinction 
with those belonging to subtype 15. 


Summary 
An explosive outbreak of haemolytic streptococcal tonsillitis is 
described. 
The evidence suggested that it was a food-borne infection, probably 
by contamination of milk by an infected cook, who was a carrier. 


A large proportion of the community were immune to this particu- 
lar strain of organism. 
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Routine gargling had no effect in reducing the carrier rate during 
the epidemic. 

A comparison is made with a similar type of outbreak which 
occurred in an American Army camp. 


I wish to tender thanks to Dr. N. Crowley for the help she gave 
me in the bacteriological investigation of throat swabs, etc. 
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TREATMENT OF RHEUMATOID 
WITH BISMUTH 


' BY 
A. H. DOUTHWAITE, M.D., F.R.C.P. 
Physician to Guy’s Hospital 


ARTHRITIS 


The use of gold against active rheumatoid arthritis has fully 
justified itself in spite of the faulty premisses which led to its 
introduction. Analysis of my last 200 cases indicates that it 
results in the disappearance of symptoms and signs of activity 
in 70%, but relapse within six months occurs in the majority 
of those subjected to only one course of injections—usually 
0.8 g. Four courses in two years appear to eradicate the 
disease in 55%, but the possibility of recurrence, even 15 years 
later, forbids the use of the word “cure.” The great objection 
to gold treatment is the high incidence of toxic reactions. In 
the early days it was as much as 45%, but with decreased 
dosage, and the use of the less toxic calcium aurothiomalate, 
the figure has fallen to 10 in the last 60 arthritics so treated— 
i.e., approximately 16%. Immediate interruption of treatment 
at the first sign of any one of the numerous reactions which 
may arise will almost invariably be followed by a slow but 
complete disappearance of the toxic effect. I have seen one 
case of agranulocytosis recover after five months, and one of 
gold nephrosis with oedema recover after three months. In 
each case instructions as to dosage, choice of preparation, and 
watch for toxic signs had not been observed. The commonest 
and most persistent reaction is seen in the skin, in which 
various irritating rashes are produced. It is this which has led 
to such fear of gold. 

It seems probable that gold acts by virtue of its being a 
heavy metal, and not from any specific effect on the infecting 
agent responsible for the arthritis. In order to see whether 
it were possible to obtain the same effect with a less toxic 
substance, I started, late in 1942, administering bismuth. This 
substance was chosen because pharmacologically it acts similarly 
to heavy metals, it is easily procurable in injectable form, and 
its toxicity is low. 

Method 


Twelve consecutive patients with active rheumatoid arthritis 
were treated with weekly intramuscular injections of injectio 
bismuthi (9) or injectio bismuthi salicylatis (3). One mil of 
the former and 2 mils of the latter contain 0.2 g. of bismuth 
and bismuth salicylate respectively. These quantities were used 
for 10 injections, giving a course-dose of 2 g. 

Clinical Material—Ten females, two males; aged from 24 
to 63 years. With the exception of one who had suffered for 
19 years, they gave histories of 9 years (2), 8 (2), 4 (4), 2 (1), 
1 year (1), 1/2 year (1). Eleven patients had had one or more 
courses of gold in the past; in three only had it failed to 
do any good. The others had relapsed, usually within 6 months 
of finishing the course. 


Signs of Activity—In all cases there were pain and swelling 
of many joints, a recent extension of the disease to joints 
previously spared, and a raised E.S.R.: in one hour the figure 
limits (Westergren method) were 22 mm. to 100 mm. 


Results 
The effect of treatment was classified as: 


Group 1.—Very good if at the end of the course pain and swelling 
(not due to old deformity) had disappeared, and if the E.S.R. was 
below 7 mm. for one hour. Only four patients qualified for this 
category, the initial and final E.S.R. figures being 22/2, 23/5, 
70/5, 23/5. 

Group 2.—Good was the classification of those patients whose 
clinical signs had improved as in the former group but in whom the 
final E.S.R. for the first hour was between 7 and 15 mm. There 
were two of these with E.S.R. figures of 52/11 and 50/11. 
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Group 3.—Moderate improvement: those patients whose pain 
decreased and whose ability to perform certain movements—e.g, ¢ 
making a fist and walking—improved beyond doubt. Two fell into 
this category, with a noteworthy inertia of sedimentation rate. The 
initial and final figures were 40/22, 35/49. 

Group 4.—Failure—i.e., those arthritics whose symptoms an¢ 
signs showed no improvement. Of these there were four. 
corresponding E.S.R. figures were 55/34, 38/35, 31/26, 100/110, nage ag 

in 


None of the patients has been under observation for less} taken © 
than 9 months or more than 14 years from the beginning of: injection 





bismuth treatment. A ese 
For practical purposes Groups 1 and 2 may be takej) Rapid 
together as showing good results and Groups 3 and 4 as being} tem ap 


failures. This gives improvement in half of a small series} % tie 
There was no relation between the duration of. the disease and} could be 
the age of the patient with regard to the effect, or absence of} The ¢ 
effect, of bismuth on the activity of the arthriis. The two male} _ 
were failures. Three patients who had had gold previously} om, 


and obtained no relief provided three bismuth failures. [* The b 
Relapses.—In Group 1 there has been no relapse. In Group? “ymca 
both have relapsed within 2 months of the end of treatment} monocyt 
In Group 3 both members relapsed within 7 weeks. that no 
Toxicity—There were no toxic reactions. agian 
Difference of Preparation —Bismuth salicylate provided two} No tr, 


failures and one good result. It is probably immaterial whether! changes 
bismuth or the salicylate is employed. The bulk of the forma . 
is less. 

_ Control_—Six rheumatoid arthritics were given weekly intr. 
muscular injections of 1 mil of sterile water. At the end of eget 
six weeks this was stopped because no objective improvement! Three mon 
was seen, and in only one'case did the patient declare herself 
to suffer less pain. 








Conclusion 


(1) Bismuth by intramuscular injection appears to be capa i 
of exerting a beneficial influence on the course of rheumatoid) After treat 
arthritis. (2) It compares unfavourably with gold in. this| After thre 
respect, the probability of lasting benefit being less than half 2a 
that expected from gold. (3) Relapse appears to occur mor} poubiful 
quickly than that following gold. (4) Gold-resistant arthritic Lam | 
are.unlikely to benefit from bismuth. tions an 

Bismuth is indicated only for rheumatoid arthritics who show is uncer 


intolerance, whether physical or mental, to gold. diminuti 
. of the c 
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Trypanosomiasis in a European treated with 
Pentamidine 


As cases of early trypanosomiasis may occasionally be seen at 

the present time among Europeans returning from tropicd 

Africa, an account of the treatment of such a case with 44 ; 

diamino-diphenoxypentane (pentamidine, or M & B 800) 3 I 

topical. An extensive trial of this drug on natives in Ugand N 

was reported by Lawson (1942), and a fatality, possibly attribv 

table to it, by McComas and Martin (1944). Sp 
The cor 


CasE HIsToRY 
| three Ca: 








The patient, a Polish officer aged 32, had been stationed in a 
usaetie area in Sierra Leone from April, 1942, to May, 1943. Ht| 
thinks that he was bitten several times, but remembers particulary) 
an occasion in Jan., 1943, when he had what he took to be a tset#| Qn Fe 









fly inside his trousers. Apart from malaria he was well until ined ¢ 
1943, when he had a brief attack of pain and swelling of the hours 
in the neck, axillae, and groins. In June, 1943, he returned to finger-tip 
United Kingdom, and noticed occasional headaches, fever, and of the u 


ing of the face in the mornings. In the middle of September If shoulder 
reported sick with what he thought was malaria ; scanty trypanosome’ other syr 






were found in thick blood films, and he was admitted to a militany house dy 
centre for tropical diseases. . . | the habit 

Examination revealed the following: Irregular pyrexia to 100.5%) Qn ex; 
pulse rate almost constantly 100 to 110 a minute; mental Sta )) The 





apparently normal ; puffy swelling of lower eyelids and adjacent face} and hanc 
slight enlargement of occipital, axillary, and inguinal glands; 1 a very s 
rash; spleen not palpable. A blood count showed: red s, 3 the axilte 
millions per c.mm.; haemoglobin, 78%; white cells, 12, Pel cubital v 
c.mm.—neutrophils 70%, eosinophils 5%, monocytes 4%, lymPN0) tended y 
cytes 21%. Very scanty rings of Plasmodium falciparum were toumh tant. T) 
in thick blood films, and, on two occasions, scanty trypanosomes I am, whi 
blood films and in juice from a cervical gland. J pitrochl 
Treatment was begun in Sept., 1943, with 100 mg. of pentamueit@ brachial, 
dissolved in 5 c.cm. of sterile distilled water, given intravenouyy 
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> pain} on two successive days, followed by eight daily injections of 150 mg. 
eo } After five days without treatment a further injection of 200 mg. was 
‘Sf siven, followed by nine more, each of 300 mg., over a period of 14 


ll into ys. A total dose of 4.3 g. was thus given in 39 days to a patient 
The weighing 128 lb. As the preparation used was the relatively soluble 
jsothionate, this would probably correspond to a dose of about 3 g. 


$ and} of the preparation given by Lawson (1942). The solutions were 
The freshly prepared and the injections were given very slowly, as they 
10 were accompanied by distressing palpitation, a sense of pressure 

: in the forehead, and itching of the skin. The blood pressure was 
r less} taken on several occasions, and no fall was noticed after the 
There was no thrombosis. of veins or local reaction at 


injection. : 1 ) 
ne Or Th site of injection. The urine remained normal throughout the 
treatment. RIM 
taken) Rapid improvement followed the first few injections. The 
being| tem rature and pulse rate fell to normal, the headaches and swelling 
.*| of the face disappeared, and the weight increased. When last seen 
series, patient felt perfectly well in every respect. No enlarged glands 


€ and} could be felt. J . ; 
ice of} The erythrocyte sedimentation rate, which had been 81 mm. in 
male| one hour and 114 mm. in two hours before treatment, was 22 mm. 
“4/8 in one hour and 54 mm. in two hours at the end of treatment, and 
ously; § mm. in one hour and 15 mm. in two hours three months later. 
The blood count at the end of the treatment was: red cells, 4.6 
oup? millions per c.mm.; haemoglobin, 95% ; white cells, 9,000 per c.mm. 
OUP 2) polymorphs 61%, eosinophils 2%, basophils 1%, lymphocytes 32%, 
Ment} monocytes 4%. No trypanosomes were found. It is noticeable 
that no leucopenia had been produced and that the figure for red 
cells and haemoglobin had substantially improved, although no drug 
but pentamidine had been given. 
























































d two} No trypanosomes were found in the cerebrospinal fluid. The 
ether | changes in this fluid, with treatment, are shown in the following 
mt peers 
3 Total a Cells perc.mm.| Nonne Pandy 
intra- 
nd of} Before treatment... 35 10 fs efi 
After treatment 45 22 wt + 
-Ment! Three months later 30 4 Tr Tr 
erself 
Takata-Ara (minutes) 
Lange 
0 3 8 10 | 30 | 60 | 90 
Pable} before treatment .. | 3334432100 | Tr |w+|w+|w+| + | 4 | 4 
1atoid) After treatment .. | 2211430000 | + | Tr |w+/] +] +) 4 4] 4 
| this After three months 1122232100 O | FTr| Tr | Tr |W+)/W+/]W+ 
. half : ; “ 
Positive (+). Weak positive (W+). Trace (Tr). Faint Trace (FTr). 


MOR) Doubtful (+). 
iriti| J am indebted to Dr. H. H. Fleischhacker for these observa- 
tions and for the opinion that, though their exact interpretation 

show is uncertain (Fleischhacker, 1943), they probably indicate a 
diminution in the globulin fraction of the protein and a return 

____}of the cerebrospinal fluid towards normal. 

———}_ In view of the apparently satisfactory results of treatment 
with pentamidine in this case, the patient was allowed to return 
to duty without further treatment, and was advised to have 

we} his C.S.F. re-examined in six months’ time. 

I am grateful to Col. C. F. Anthonisz, Officer Commanding a Military 
Hospital, for permission to publish this case report and to Messrs. May 
th and Baker for supplies of pentamidine. 
R. R. BomMForp, D.M., F.R.C.P., 
Lieut.-Col., R.A.M.C. ; Officer in Charge of a Medical 


en at Division at a Military Hospital. 
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Spontaneous Thrombosis of Axillary Vein 


_ The condition reported below is not common, only two or 
in 1 three cases a year being seen at a big general hospital. 
\ 


Case History 
On Feb. 2, 1944, the patient, an airman, was first seen. 


* 


He com- 
ed of a sudden diffuse swelling of his left arm, which had begun 
a hours before ; on rising on Feb. 1 his left arm was swollen from 
swell finger-tips to above the elbow and was painful along the inner side 
ae upper arm. He did not recall any recent trauma to arm or 
Shoulder; he had had no infection of the hand or arm and no 
ilitan other symptom previous to the swelling. He was employed on cook- 
house duties with no exceptionally hard work; he was, however, in 

00.5 habit of reaching for boxes and jars from high shelves. 
e On examination the patient was a well-developed young man aged 
face , ty was a diffuse cyanotic swelling of his left arm, forearm, 
si 4 very slight extent. There was tenderness over the third part of 
0" : the axillary sy extending downwards for three inches. The ante- 
fot ‘bital veins and those on the dorsum of the hand were much dis- 
tended with blood, and the whole limb gave the impression of being 
0 faut. There was a small scratch on the anterior surface of the fore- 













mes arm, which showed no evidence of infection; no tenderness of the 
+4 *itrochlear or axillary lymph glands was found. The subclavian, 


mid us 





ig achial, and radial pulses were all present, though the left radial 


nousive 





d, including the fingers; pitting oedema was present only to . 


was weaker than the right. Elevation of the arm for purposes of 
testing for cervical rib or other pressure on the subclavian vessels 
was not attempted at this stage. General examination revealed 
nothing abnormal. The temperature was not raised. 

Progress under Treatment.—The patient was placed in bed on his 
back, with the left arm raised on two pillows and immobilized 
between sandbags. Next day the temperature rose to 99.6° F.; the 
swelling was more obvious, had become very firm, and he was com- 
plaining of tingling in the finger-tips; examination revealed no 
sensory changes in the arm or hand. The patient was given pro- 
phylactic sulphathiazole 2 g. stat., then 1 g. four-hourly. On the 
fifth day the firm oedema had much increased, particularly in the 
region of the elbow-joint, and there was a cord-like thickening and 
tenderness along the line of the brachial neurovascular bundle. On 
the following day the temperature returned to normal and the 
— had started to diminish: the sulphathiazole was stopped, a 
total of 13 g. having been given. On the eighth day the symptoms 
had greatly lessened and there was no pain or paraesthesiae. He 
was allowed up, and was discharged to his unit for 14 days’ sick- 
leave. Besides the chemotherapy, the treatment consisted of daily 
applications of glycerin and ichthyol paste to the upper arm. 

On return from leave he was examined for evidence of cervical 
rib, scalenus anticus syndrome, and subclavian aneurysm, but 
there was no evidence of these. Radiographs revealed no abnor- 
mality in the base of the neck and the Wassermann test was negative. 
A diagnosis of spontaneous traumatic thrombosis of the axillary vein 
was made, probably resulting from sudden rupture of the small 
veins draining into the axillary in the region of the bicipital groove, 
after stretching of the arm upwards as in reaching for an article 
from a high shelf. . 


DISCUSSION 


The aetiology of axillary vein thrombosis is varied, being 
divided into two main groups: (a) pressure mechanism; (6) 
tearing mechanism. 

Into the first group we can put the following: (i) Pressure 
on the axillary vein caused by an aneurysm of the third part 
of the subclavian artery ; this may be either a traumatic or a 
syphilitic aneurysm. (ii) Aneurysm of the axillary artery, 
caused by falls on the outstretched arm or trauma from frac- 
tures. (iii) Continuous pressure by a cervical rib. 

Into the second group falls the following: If the smaller 
veins of the axillary region are inadequately supported by the 
surrounding muscles at the moment of sudden stretch they may 
rupture and thrombose; this thrombosis may spread up the 
larger veins into the axillary vein, and cause a solid block to 
the venous return from the arm. The temperature recorded 
is thought to be due to the breaking down and absorption of 
the thrombus. I have seen a case illustrating the above in a 
youth who ruptured his axillary vein, with consequent throm- 
bosis, when about to make a violent service at tennis ; he was 
right-handed, and ruptured his right axillary vein. 

I am indebted to Squad. Ldr. Rouillard for his treatment and for comments 


on this case. 
G. E. FFRENCH, M.B., 
Fl. Lieut., R.A.F.V.R. 


An Extraperitoneal Hernia of an Old Appendix 
Scar 


The following unusual case is interesting enough to warrant 
publication: 


Fourteen years ago Mrs. V., aged 32, of Dutch nationality, had 
had her appendix removed abroad. Till lately she had had no 
further trouble. She had come to this country at the beginning of 
the war, and was doing office work. Some three weeks before I 
saw her she began to have acute pains in the region over her 
appendix wound. Examination revealed a small swelling over the 
site of the appendix wound which seemed to be expansile on strain- 
ing. On palpation this was acutely tender. It was taken to be a 
small bulge due to the weakness of the old scar—in other words, 
the start of a ventral hernia. She was advised to have the condition 
put right before it grew larger. 

The operation was performed on Nov. 7, 1943, when a rare and 
curious condition was found. The scar in the tendinous portion of 
the external oblique muscle was good and firm, but at one point 
there was a small hole not more than a quarter of an inch across. 
Through this had protruded the extraperitoneal fat and vessels, but 
there was no peritoneal sac. It was the exact reproduction of the 
hernia met with neaf the linea alba where the vessels and nerves 
come to the surface. Though the neck of the protrusion was small, 
it mushroomed out to the size of a large flattened cherry, and this 
was the swelling previously felt. What nerves were included it was 
impossible to say, but it is supposed that the acute pain in the 
hernia of the linea alba is due to the nipping of the nerve which is 
always present. It is known, however, that the extraperitoneal tissue 
is intensely sensitive. The neck of the protrusion was closely con- 
nected and continuous with the tendon of the external oblique 
muscle, and had to be freed all round; it was opened and examined 
before being replaced and the hole closed. The patient’s recovery 
was uneventful. 

Duncan C. L. FiTZWwILLIAMS, 
M.D., Cu.M., F.R.C.S. 
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ULCERATIVE COLITIS 


The Modern Management of Colitis. By J. Arnold Bargen, M.D., M.S., 

F.A.C.P. (Pp. 322; illustrated. $7.00 post paid, or 38s. 6d.) Springfield 

— Baltimore: Charles C. Thomas; London: Baillitre, Tindall and Cox. 
Dr. J. Arnold Bargen has for many years been chief of the 
section on intestinal diseases in the division of medicine at 
the Mayo Clinic. As‘ about 250 cases of ulcerative colitis 
enter the clinic each year, his unique experience entitles him 
to speak with authority on the disease. Though his book, The 
Modern Management of Colitis, contains much of interest it 
is on the whole disappointing. Ulcerative colitis is classified 
into nine “types”: (1) the common form of the. disease, to 
which he has given the name “ thrombo-ulcerative colitis ” ; 
(2) “ segmental ulcerative colitis,” in which the rectum escapes ; 
(3) “ chronic ulcerative colitis,” which includes several unrelated 
groups of cases differing in various respects from the common 
type ; (4) “ tuberculous ulcerative colitis ”; (5) “‘ amoebic ulcera- 
tive colitis”; (6) colitis caused by dietary insufficiency ; 
(7) ulcerative proctitis caused by the virus of venereal 
lymphdgranuloma ; (8) cases in which “allergy plays a role 
in the progress and possibly also in the inception of the infec- 
tion”; (9) chronic ulcerative colitis following bacillary dysen- 
tery. But Nos. 4, 5, and 7 cannot be regarded as forms of 
ulcerative colitis at all, and it is doubtful whether either No. 6 
or No. 8 exists as an independent condition, though food 
deficiency and allergy may occasionally aggravate already 
existing ulcerative colitis. 

Bargen still believes that the diplostreptococcus he described 
some years ago is the cause of the common form of ulcerative 
colitis. though almost all bacteriologists consider it to be nothing 
more than a non-pathogenic enterococcus. His enthusiasm for 
treatment by vaccine and sera made from it appears to be less 
than it was at one time. 

The important work of Hale-White, Saundby, Hawkins, and 
Lockhart-Mummery in England, Mathieu and Roux in France, 
and Adolf Schmidt in Germany is completely ignored in 
Bargen’s historical survey of ulcerative colitis, from which it 
would appear that there was no advance in our knowledge 
of the subject between the original description by Wilks and 
Moxon in 1875 and a paper by Logan in 1919. 

There is a good account of the irritable colon, though this 
has nothing to do with colitis, but the statement that “the 
associated nervous symptoms have included hysteria, introspec- 
tion, fear, anger, hypochondria, neurasthenia, melancholia, 
unhappiness, and sorrow” shows some confusion of thought. 
It is also disconcerting to find an illustration representing “ the 
average position of the large intestine with reference to the 
costal arch,” which might have been a reproduction from an 
anatomy book of 1900, for it shows a colon as wide as the 
caecum throughout its length, with the transverse colon passing 
in a straight line from the hepatic flexure to the splenic flexure 
high up in the epigastrium. 


HISTORY OF CAESAREAN SECTION 


Caesarean Section. The History and Development of the Operation from 

Earliest Times. By J. H. Young, M.B., Ch.B. (Pp. 254. 16s.) London: 

H. K. Lewis and Co. 1944, 
This interesting volume is probably the most complete history 
of the operation ever written, and shows that Caesarean section 
is one of the oldest operations in the history of medicine, its 
origin being lost in the mists of antiquity. Certainly it was 
known to the Jews as early as 140 B.c., and some of the mothers 
seem to have survived, for it is stated that “it is not necessary 
for the woman to observe the days of purification after the 
removal of a child through the parietes of the abdomen.” There 
is, however, no definite evidence that the operation was ever 
successfully performed upon a living European woman until 
the year 1500, and in the British Isles the first Caesarean section 
from which the mother survived seems to have been done 
by an illiterate Irish midwife in 1738. In England the first 


successful case does not appear until 1796. Many records are}. 
quoted of cases in which impatient and ignorant women per- 
formed the operation upon themselves, and up to 1888 six cases 
are mentioned with five recoveries! 

All this, together with the arguments for and againg 
Caesarean section as opposed to craniotomy, makes good read. 
ing, but the chief value of the book l'es in the fact that the 
various improvements in operative technique are carefully 
traced. In these chapters the extraordinary fact emerges that 
although suture of the abdominal wound had been practised? 
for generations, suture of the uterine incision was not generallyl 
considered until about the year 1840, and did not become uni./ 
versally accepted until Sanger described his operation in 1882 
We find also that the “ modern” lower segment operation date; 
back to 1786 and, as Prof. Miles Phillips states in the foreword, 
“ Any obstetrician proposing to modify the operation in any 
particular should consult this work.” 

War economy in book manufacture probably prevented the 
inclusion of illustrations, but in spite of their absence the volume 
is absorbing and instructive throughout. An idea of the amount 
of work involved in compiling it can be obtained by studying 
the bibliography at the end of each chapter, and we hope that 
Dr. Young’s thesis will have the success it deserves. 









A HOUSE-SURGEON’S HANDBOOK 


The Hospital Care of the Surgical Patient. A Surgeon’s Handbook. By 
George Crile jun., M.D., and Franklin L. Shively jun., M.D. Foreword by 
Evarts A. Graham, M.D. (Pp. 184; illustrated. 14s. or $2.50.) Spring. 
field and Baltimore: Charles C. Thomas; London: Baillitre, Tindall and 
Cox. 

The change from the empirical to the scientific approach in 

the problems of post-operative care which has occurred in the 

past twenty years is well demonstrated in this small book by 

George Crile jun. and Franklin Shively, both attached to the) 

Cleveland Clinic. As Evarts Graham says in the foreword, if 

is particularly fitting that such a book should have as one of) 

its authors the son of a pioneer in the use of physiologicd 
methods for the study of surgical problems. Its primary aim 
is to act as a guide to the.interns working at the clinic, s0 
that it gives a complete picture of the various methods of pre 
and post-operative care which have become standardized at 

Cleveland. 

The first section deals with physiological principles, and 
covers such subjects as the water and chloride balance, acidosis; 
and alkalosis, the use of glucose and saline, and so on. Thel 
next section describes the treatment of the common post-opera- 
tive complications, and there are some valuable common-sense 
paragraphs upon the preparation of the patient for operation. 
A further section gives a clear account of the technique of the 
procedures which the house officer may be called upon to per: 
form frequently, including lumbar puncture, blood transfusion, 
thoracentesis, and gastric and intestinal intubation. Finally 
there is an unusual section which gives good advice to the 
intern regarding his relationship to patients and relatives, to 
the nursing staff, and to his chief. 

There are clear line-drawings to illustrate many of the points 
mentioned in the text; and handy lists of doses of common 
drugs, of gastric diets, and of normal blood chemistry are 
provided at the end of the book. This is a useful volume 
which a newly appointed house officer would find of consider) 
able value in his early encounters with surgical patients. 





} 











Notes on Books | 


A cheaper edition has been made of Mr. C. J. Ferr&e’s book 
The Soya Bean and the New Soya Flour (William Heinemann; 
3s. 6d.), published fifteen years ago and now reissued without altera- 
tion. For some unknown reason soya has not as yet become popular 
in the United Kingdom, though the wonderful properties of this 
bean for nutritional and industrial purposes have become widely 
recognized in other countries, such as the U.S.A. and Germany, A 
good description of the cultivation and varieties of the bean is given, 
together with an analysis of its constituents, but the book mainly 
deals with the nutritional value of soya. The different processes of 
manufacturing soya flour are described, and a number of useful 
recipes incorporating it are included at the end of the book, which 

is the work of a man who knows his subject. ; 


; 
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HEPATITIS AFTER TRANSFUSION 


Transfusion of whole blood has never been a procedure 
entirely free from risks. Reported mortality figures from 
the operation have varied in different series from 0.1 to 
1%. Death has usually been due to renal failure after 
haemolytic crises or to heart failure from circulatory over- 
loading. Less severe reactions—haemolytic, pyrogenic, and 
allergic—and non-fatal vascular accidents also occur. The 
administration of blood products—plasma and serum—is 
not attended, other than in exceptional circumstances, 
by haemolytic reactions ; but the other above-mentioned 
dangers remain. Another transfusion hazard is now being 
reported and must be seriously considered. Hepatitis is 
occurring after the use of certain batches of human serum 
and plasma. This danger was anticipated by the Ministry 
of Health, whose medical officers a year ago published a 
memorandum! on this “homologous serum jaundice.” 
Up till then the condition had been recognized chiefly 
after yellow-fever vaccination, the virus being suspended 
in human serum. Such reports had come from this 
country,” South America,* and the U.S.A.* Hepatitis was 
also known to occur after the injection of serum from a 
measles convalescent, and, latterly, also after the injection 
In the last year 
the condition has been seen, and in some cases reported, 
after transfusion of serum and plasma.®’ Bradley, Loutit, 
and Maunsell make a further contribution to this story 
in our present issue. 


In one or two instances jaundice after transfusion of - 


blood alone has been seen.’ It is, however, more difficult 
to be certain of the diagnosis in such cases. Batches of 
plasma and serum can be incriminated because multiple 
cases occur after their use; more or less homogeneous 
material has been given to many recipients. This does not 
obtain with whole-blood transfusion, which is a much 
more individual affair. Unless a single donor’s blood on 
repeated occasions results in jaundice of the recipient, it 
is impossible categorically to aver that his blood carries 
a hepatotoxic agent; such a donor has not yet been 
reported. If he does exist—and he probably does—then 
his plasma or serum could easily make a large pool ictero- 
genic. Very small quantities even of pooled material are 
effective, though the dose and route of administration seem 
to bear no relation to the severity of the resulting hepatitis. 


1 Lancet, 1943, 1, 83. 

2 Findlay and MacCallum, Trans. roy. Soc. Ae an Hyg., 1937, 31, 297. 
8 Soper and Smith, Amer. J. trop. Med., 1938, 18, 111. 

4 Surgeon- General U.S. Army, Circular Letter No. 9s, 1943, Washington. 
5 Beeson, Chesney, and McFarlan, Lancet, 1944, 1, 

6 Morgan and ey British Medical Journal, 1943, 1, 750. 

7 Steiner, ibid., 1944, 1, 

8 Beeson, J. Amer. med. pod 1943, 121, 1332; Steiner, loc. cit. 











This homologous serum jaundice is probably closely related ~ 
to post-arsphenamine jaundice, also very prevalent at 
present. Contamination of syringes with human material 
from previous use has been suggested as the cause of this.® 
Its relation to infective hepatitis is less clear. There 1s 
some evidence that an attack of homologous serum jaun- 
dice or post-arsphenamine jaundice confers no immunity 
to infective hepatitis, and’ vice versa.1° The cause of 
homologous serum jaundice is therefore unknown. A 
virus aetiology has been postulated: MacCallum and 
Bauer’! conclude from their experiments that the evidence 
“is not inconsistent with the view that the agent is capable 
of multiplying in tissue culture.” 

Although series of cases are now being published, the 
cause of jaundice must have been misinterpreted in many 
more. The latent period before the onset of jaundice and 
the accompanying symptoms is long—40 to 160 days; 
thus the connexion with previous transfusion may be 
missed. The clinical picture and the biochemical findings 
are usually indistinguishable from those of infective hepat- 
itis. Most of the cases occurring may well be masquerading 
under this diagnosis. Although, like infective hepatitis, the 
condition is usually mild and of short duration, there is 
an impression that the mortality is higher: for example, 
among about 200 probable cases, not including yellow-fever- 
vaccine jaundice, there have been 13 deaths. In most of 
the transfusion cases, in contradistinction to the vaccine 
and convalescent-serum cases, it has been difficult or impos- 
sible to ascertain the batch of serum or plasma responsible 
for the condition. This is mainly because the batch and 
index numbers of the materials used have not been entered 
on the patient’s case sheet. As yet, human serum and 
plasma processed for transfusion are not covered by the 
Therapeutic Substances Act, the terms of which would 
require such details to be recorded. As soon as the war is 
over steps will have to be taken to bring such transfusion 
materials within the scope of the. Act. In the meanwhile 
much can be done to prevent the widespread distribution 
of incriminated batches. Due caution should be observed 
as regards the transfusion of serum or plasma ; if available, 
blood should be given rather than serum or plasma, and 
unless there are strong indications for the latter (e.g., 
haemoconcentration). So far as possible any one case 
should be transfused with seruni or plasma from one batch 
only ; careful records of batch and index numbers of 
material given should be kept voluntarily by medical 
officers performing transfusions ; and a follow-up should 
be made for at least 4 months on all cases transfused. The 
appointment for each hospital or group of hospitals of a 
full-time transfusion officer, whose duties would include 
the keeping of the records and the supervision of the 
follow-up, would facilitate this process. When hepatitis 
cases are discovered through the follow-up they should be 
notified to the Regional Transfusion Officer, together with 
the index numbers of the blood, serum, or plasma given. 
In this way the Regional Transfusion Officer would be able 
to arrange for the removal from circulation of icterogenic 


batches. 





9 MacCallum, Brit. J. vener. Dis., 1943, 19, 6 
10 Beattie and Marshall, British Medical aol 1944, 1, 547. 
11 Lancet, 1944, 1, 622. 
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CHANGING FOOD HABITS 


The science of nutrition has its essential roots in bio- 
chemistry and physiology. For the detection and charac- 
terization of diseases due to malnutrition a knowledge of 
pathology is necessary, while the all-round nutrition expert 
must also be well informed on the agricultural and 
economic aspects of the production of foodstuffs. So far 
as animals are concerned the problems to be solved will 
usually be confined to these four subjects. In human 
beings, however, complications arise in the fields of socio- 
logy and psychology. The mysteries of the kitchen must 
be explored, and all the fads and fancies of cooking and 
eating must be taken into account. In recognition of 
the importance of the “human. element” in dietetics the 
U.S.A. National Research Council has not been content 
with setting up a committee on the biochemical and physio- 
logical sides of nutrition, but in addition has established 
a Committee on Food Habits whose interests are psycho- 
logical and cultural. A report of this committee for 
1941-3, consisting mainly of a collection of articles by 


of interest not only in giving an idea of the present state 
of nutrition in America but also in indicating psychologi- 
cal factors which must operate in various forms through- 
out the world. 

As Kurt Lewis points out, certain foods highly prized 
by some are less appreciated by others. But this of course 
we knew from the experience of Mr. and Mrs. Jack 
Sprat. But to take a case more easily verifiable, the 
population of the U.S.A. would hardly be tempted to eat 
live grasshoppers, though these are eaten with relish in 
some less highly civilized communities. It is clear that 
“likes” and “dislikes” are conditioned by numerous 
factors. Some meals and dishes may have such traditional 
and sentimental associations as to become almost a form 
of art or folk-lore. Thus “ the roast beef of old England ” 
was praised as the food for John Bull in Napoleonic times, 
and long before then the foreign visitor to this country 
was impressed by the fact that the English peasant ate 
much more meat than the peasant on the Continent. Food 
served with speeches and gold plate at a Lord Mayor’s 
banquet, or with hard words and enamel ware in a con- 
vict’s cell, forms part of a ritual of pleasure or of pain. 
The dietitian who seeks to improve the food habits of a 
population must therefore know not only what foods are 
good but also what foods will be psychologically accept- 
able. Lewin regards price, health-giving properties, satis- 
fying capacity, taste, and social desirability as the main 
factors in deciding what foods shall be bought. From 
questioning a large group of people he concludes that in 
America fowl is easily the most popular meat for social 
occasions, with roast joints a close’ second favourite. 
Steak and chops are much appreciated for taste, whereas 
when money is short the best purchases are thought to be 
glandular meat, such as kidney and liver, and chopped 





1 Published by the National Research Council, National Academy of 
Sciences, 2101, Constitution Avenue, Washington, D.C. (Single copies available 
upon request to professional individuals and agencies in the field.) 


Its conclusions are- 


~ ti 
meat. In choosing from this wealth of plenty the Ameri. 
can housewife is inclined to be more fastidious than her 
English counterpart and objects to the smell of kidneys 
during cooking. Propaganda is therefore suggested to 
indicate ways by which kidneys may be cooked without 
undue smell and to emphasize the relatively high social 
status of kidney in the English kitchen—one up fort 
English cooking, for a change. ; 

Another inquiry was made into the “meal patterns ol 
prevalent in the U.S.A. In every country certain foods 
are preferred at different times’ of the day. Thus jin 
England a meal of porridge, bacon and egg, toast and 
marmalade, with tea or coffee, could not be mistaken for 
anything but breakfast; on the Continent this suffers - 
somewhat from being translated into “ham and eggs.” 
In America cereals, eggs, bread, toast, coffee, and tea are 
the main breakfast foods: the more well-to-do usually 
include fruit, but no mention is made of bacon. So the 
conjunction of bacon for breakfast does not constitute q 
natural law! Luncheon often consists of salads, sand. ! 
wiches, and “ left-overs.” Dinner is the main meal, ani( 
meat, potatoes, vegetables, and pudding are the most 
popular items. Salads are eaten at dinner more often by 
the rich than by the poor, but with bread-and-butter the 
situation is reversed. 

Natalie Joffe observes that these ‘“ meal patterns” are: 
varied among “subcultures” of the population of thef 
U.S.A. who to some degree retain their European tastes \ 
and traditions. The Italians, who like their food to be 
colourful, go for cheese of the gorgonzola type, and readily 
eat raw vegetables so long as plenty of salad oil is avail- 
able. They have a cycle of foods to be served through- 
out the week, including fish on Friday, ‘“‘ pasta” on Thurs- 
days and Saturdays, and meat on Sundays. Canned foods, \ 
with the exception of tomatoes, are not popular with | 
them. Immigrants from Central Europe bring with them | 
a taste for whole-grain foods such as bread and porridge ; 
they prepare liver, tongue, and other varieties of meat in 
many ways, and are fond of sausage, cheese, and soup 
with dried mushrooms. The Czechs spend much time on 
cooking, and on Sundays have their traditional dishes of 
rye bread, pork, goose, sauerkraut, beans, pastry, and beer. 
The Negro as a rule eats much the same food as his white 
neighbour, which in the rural south usually consists of 
meat, meal, and molasses, supplemented by greens and 
fish. The diets of foreign elements, and particularly those 
of their children, inevitably veer in the direction of the ' 
prevailing American taste. All immigrants appreciate the | 
ready availability of white bread and refined sugar, which 
are often consumed in such amounts as to upset the 
balance of diets otherwise adequate. The desire for white 
bread is largely a matter of taste and ease of mastication. 
Social motives, however, cannot be excluded, since in 
some parts of Europe the use of black or brown bread is 
the mark of poverty. It is noteworthy, moreover, that 
those who cannot readily obtain their own national food- 
stuffs prefer American foods in their simplest and most 
pure form. The best way to please a mixed company who 
have to eat the same meal is, it appears, by plain cooking 
and the exclusion of mixed dishes of unknown composi- 
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tion. The preference for white bread may be due in part 
to suspicion, conscious. or subconscious, of the nature and 
cleanliness of the constituents used in making a darker 
loaf. The emergency ration recommended by Miss Char- 
lotte Chatfield for post-war relief in Europe, which con- 
sists of a dried soup of skimmed milk, peas, seasoning, 
and brewer’s yeast, a reinforced cereal, a biscuit, and a 
peanut-soya spread for use with the biscuit, may be 


objected to because of its unusual and obscure composi- 


tion; but populations near starvation will be glad of 
what they can get. The request of a Chinese delegate 
that, in order to facilitate cooking, soya-bean meal and 
peanuts should not be mixed together, but sent separately, 
is more than a hint that the unconventional mixtures com- 
posed according to the formulae of dietitians may not 
always be received with favour. 

In addition to studying spontaneous changes in food 
habits the committee has been interested in the methods 
by which the population may be induced to change, or 
The merits of propaganda by the 
Press, radio, cinema, and personal contact have been 
examined, and the importance of the way of approach, 
such as the association of good nutrition with good looks 
in young women, has been emphasized ; obviously the hint 
has been taken from the modern advertiser. Rhoda 
Metraux has inquired into the general reaction of the 
population to food problems. The answers to questions 
such as “ Why is the Government laying so much stress 
on nutrition ?” and “ What do you think about the meat 
shortage ?”’ have been carefully studied. Meat-packing 
interests have paid special attention to the most effective 
means of advertising the nutritive virtues of their products, 
both to the general public and to the medical profession. 
Apparently in recent years the consumption of meat has 
tended to decline, and the desire of the meat industry that 
health should not suffer from this cause may not be remote 
from their natural desire to maintain home markets. With 
their abundant supplies of food the U.S.A., in spite of 
generous help given to their Allies by Lend-Lease, have 
not yet found it necessary to adopt rationing schemes to 


- cover the wide range of foodstuffs controlled in this 


country. Problems that have arisen there.as a result of 
the war may appear to us to be relatively trivial. The 
increased numbers of operatives working on night shifts 
have led to the usual difficulties of disturbed meal-times. 
Food arrangements, as well as lack of social contacts, 
cause trouble in overcrowded Washington. In Detroit 
many restaurants have had to close down owing to short- 
age of staff. On the whole, however, it appears that the 
state of relative plenty in the U.S.A. allows people still 
to ask the question “ What would be nice to eat?” 
instead of “ What can we get to eat?” 

Many of the results of the American inquiry are matters 
of popular knowledge, and often enough epitomized in 
homely proverbs and nursery rhymes. But if science is 
“organized common sense” then clearly there are many 
common-sense observations of human habits that need 
organizing in the form of systematic collection and analy- 
sis. Human oecology is a science in the making, and in 
this food habits provide an obvious field of study. 





SEEING IS BELIEVING 


We have recently had the opportunity of seeing four of 
a series of films on anaesthesia produced by Imperial 
Chemical Industries. These include one film each on open 
ether ; nitrous oxide—oxygen-ether ; intravenous barbitu- 
rates ; and spinal anaesthesia. They are straightforward 
teaching films for medical students, and are excellent 
productions which reflect much credit upon the film 
technicians and the Department of Anaesthetics of West- 
minster Hospital who collaborated in making them. The 
presentation of the subjects, the clear exposition of impor- 
tant principles, the animated diagrams, and the photo- 
graphy are all to be praised. Those with an eye for good 
lighting and photography will be particularly struck by the 
quality of some of the close-ups—for example, the cerebro- 
spinal fluid dripping from the lumbar puncture needle. 
Films of this kind would be a great help to students in 
the abrupt transition from preclinical to clinical studies. 
Conventional elementary lectures on anaesthesia might well 
be replaced by the showing of such films, followed by ques- 
tions and answers and later by practical demonstrations. 
One advantage the film has over reality is that, suitably 
conceived, it can offer the student a rapid survey of the 
subject as a whole, with emphasis on fundamental prin- 
ciples, thus helping him to see in perspective the detail 
which he must subsequently master ; another, and obvious, 
advantage is that many students can see the same thing 
at the same time without having to stand on tiptoe or peer 
through the chink between the anaesthetist’s arm and his 
body. 

The films err in some minor points. In the one on intra- 
venous barbiturate anaesthesia not only are proprietary 
names used for barbiturates and analeptics which have 


: official designations, but the proprietary packings are shown 


in close-up. The proprietary names, it is true, are familiar 
—and, it may be pointed out, not of products manufactured 
by I.C.I.—but the use of registered trade names to describe 
drugs is undesirable. There has been a welcome tendency 
in the U.S.A., and more recently in Britain, for manufac- 
turers to be more modest and less confusing with their 
labels. But in the teaching film the official designations 
should be used, and none other. Another fault common 


‘to two of the films is that the aseptic precautions, as shown, 


are vitiated by simple technical “ howlers.” Thus, although 
it is emphasized that the operator should perform spinal 
anaesthesia wearing sterile rubber gloves, he is shown put- 
ting them on in such a way that there is an evident risk 
of contamination of the first glove while donning the 
second. Again, in the painting of the lumbar region with 
iodine, the swab is repeatedly wiped over the site of punc- 
ture after it has touched adjacent areas of skin. 

If, as seems probable, films are to play their part in 
medical education—and, putting the case in its most modest 
terms, their claims are at least as strong as those of black- 
board and chalk—medical schools will have to provide 
themselves with substandard (16 mm.) projectors and sound 
equipment. At present the lack of suitable films provides 
little incentive to the purchase of projectors, and the lack 
of projectors, and hence of a distributing mechanism, is 
not an ericouragement to the production of medical teaching 
films on an adequate scale. This deadlock will have: to 
be broken by the provision of at least a nuclear library of 
medical teaching films, and the question will arise: Who 
is to sponsor such films and with what immediate and 
remote objects ? 

The first interest of a commercial film is in its commerce, 
and it has numerous reputable ways of bringing its name 
and its goods to the attention of those it wishes to attract. 
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The production of educational films is one of these ways, 
and the pharmaceutical industry has, in fact, stolen a 
march on the official teachers of medicine. The British 
Council is producing instructional films to show the foreign 
medical man what British doctors are up to. But British 
Medicine—if we may indulge in animism for the moment 
—has done very little for the British student in this field. 
The perilous effect of the “word” on the mind of the 
student is well described by Dr. Ff. Roberts in an article 
in this week’s Journal at page 284. It looks as if the 
modern student is in danger of clinging to the “text” as 
faithfully and as slavishly as the medieval doctor stuck 
to his Galen. We should not let the saying “seeing is 
believing” become corrupted to “reading is believing.” 
The word may take possession of a man and prevent him 
from seeing what is in front of his nose. The medical 
educationist should read Dr. Roberts’s article, and have a 
look at some instructional films. 


CONGENITAL ATRESIA OF OESOPHAGUS 


The oesophagus is gradually but surely assuming a greater 
importance in the field of practical surgery, and it is both 
interesting and encouraging to read the survey of his long 
experience in injuries and diseases of the oesophagus that 
Prof. Grey Turner gives in his recent Hume Memoriai 
‘Lectures. British surgery owes no small debt to Grey 
Turner for his continued confidence in the future of oeso- 
phageal surgery and his insistence that, despite all dis- 
appointments, the problems must be resolutely faced. The 
position of the surgery of carcinoma of the oesophagus 
was discussed in these columns last year.* As a contrast 
to this disease, which so often attacks the elderly, there 
is another, previously hopeless, which occurs at the very 
beginning of life—congenital atresia of the oesophagus. 
Grey Turner describes the successful attack which has been 
made on this condition. The commonest malformation 
is that in which the upper half of the oesophagus ends 
lindly and the lower half opens directly into the lower 
end of the trachea. The clinical features are character- 
istic. The child may exhibit cyanosis and choking at birth, 
but thereafter shows the signs of high obstruction in the 
oesophagus, for it chokes, coughs, and goes blue with every 
attempt at feeding, as the milk distends the obstructed oeso- 
phagus and overflows into the larynx. Because of the 
fistula between the lower oesophageal segment and the 
trachea the stomach fills with air and is obviously distended. 
Death occurs from bronchopneumonia after 4 to 7 days. 
Gastrostomy is of little avail, because food flows back 
from the stomach into the air passages. Relief can be 
obtained only by closing the fistula between the trachea 
and the oesophagus and restoring continuity of the latter. 
That treatment is worthy of consideration is shown by 
the occurrence of this deformity once in about every 2,500 
births ; in contrast ectopia vesicae.is said to occur only 
once in 50,000 births. There is little doubt that many cases 
pass unrecognized under a diagnosis of “ pneumonia.” 
Direct attack on congenital atresia of the oesophagus in 
a newborn child would seem hazardous, but death is inevit- 
able if nothing is déne—and the recuperative power of 
the newborn may be very great. After waiting three years 
for a suitable case Gréy Turner describes how his assistant 
R. H. Franklin was able in 1941 to close the fistula between 
oesophagus and trachea and to do a direct end-to-end 
suture of the oesophagus. Unfortunately the diagnosis 
had not been made until the third day, by which time 
the child already had some pneumonia, and death occurred 
seventeen hours after the operation. This was the first 


1 Newcastle med. J , 1944, 22. 1. 
2 British Medical Journal, 1943, 1, 48. 





a 
attempt at restoration in Great Britain, but much earlier 
work had been done on the problem in America. Cameron 
Haight and his associates, for instance, have operated on 
twenty-one patients, in fifteen of whom it was Possible 
to make an anastomosis ; and four of these are well] and 
able to swallow normally. These are all lives saved and 
it is clear that further attempts are justifiable, If the 
diagnosis can be made on the first or second day of life 
and operation performed at once, then there js hope of 
further successes. Success will, however, come only if 
the surgeon has studied the pathological anatomy of the 
deformity, has practised exposure of the oesophagus in 
the cadaver of stillborn infants, and “from forethought 
is able to act with precision ’—a dictum of Hume’s, whose 
memory is honoured in these lectures. 


“ JEEP” DISEASE 
Under this title the condition known as pilonidal or 
coccygeai sinus is described in an article by Buie.! He 
quotes a statement of Lane’s? that in 1940 in the United 
States Navy the number of sick days occasioned by 
pilonidal disease exceeded those occasioned either by 
hernia or by syphilis. It would appear that this is to some 
extent due to the fact that even symptomless sacrococcygeal 
dimples have been excised because it was feared that riding 
on jeeps and trucks would play havoc with the condition. 
It is indeed fortunate that the ubiquitous jeep is not the 
real cause of this disease, for it is a congenital sinus lined 
by tissue indistinguishable from skin. It usually becomes 
infected at the age of 20 to 24, and recurrent abscesses 
are the result, possibly with intervals of freedom for many 
months. The condition has received little attention from 
British surgeons. Lockhart Mummery® drew attention to 


. its congenital origin in 1921. In 1933 R. L. Newell* gave 


a full description and considered that it was the result of 
traction on the skin caused by retrogression of the tail 
bud. There is evidence, however, to show that the con- 
dition is just as common in this country as in America. 
Complete surgical removal appears to offer the only means 
of a permanent cure. Opinion is divided as to whether 
primary union should be attempted or the wound should 
be allowed to granulate. Newell* and Byrne’ favour 
primary union, but the area should be made as aseptic 
as possible before this is attempted. Abscesses should be 
incised, and excision be performed only when the wound 
has become reasonably clean. As there may be as many 
as five or six minute sinuses in the middle line care should 
be taken to see that all are removed, otherwise recurrence 
is inevitable. If this method is adopted healing may take 
place within two to three weeks, but if the method of 
allowing the wound to heal by granulation tissue is 
employed it may be three months before the wound is 
healed. Only sinuses which are causing symptoms should 
be excised, for there is insufficient evidence to show that 
trauma causes them to become infected. 


HOURS OF WORK 


The correspondence columns of the Times have recently 
published some interesting letters on the perennial problem 
of “hours of work.” They relate especially to the edict 
of the Ministry of Works, which insisted that the building 
operatives employed in repairs to houses in the London 
area should work 65 hours a week for three weeks. As 
Dr. J. J. Mallon points out in his letter,® the Regional Joint 


1 Scuthern med. J., 1944, 37, 103. . 
2 U.S. naval med. Bull., 1943, 41, 1284. 
3 Proc. roy. Soc. Med., 1929, 22, 1331. 
4 Brit. J. Surg., 1933, 21, 219. 

5 U.S. naval med. Bull., 1944, 42, 386. 
6 Times, July 28. 
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Committee for London expressed the view that the Govern- 
2 


ment is “ill advised to propose such hours,” and they 
suggest “that the maximum hours of work should not 
exceed 60.” He himself considers that even these hours 


. are too many, and tend to lessen rather than increase pro- 


duction and to add to illness, accidents, and absenteeism. 
He is supported in his view by the president of the 


| London Master Builders’ Association, who maintains 
* that the leaders of the building industry have consistently 


stressed that “ where hours in excess of 52 per week are 
worked output is actually less than with shorter hours.” 
He says that his own experience agrees with Dr. Mallon’s 
in proving that men quickly deteriorate under the long 
hours they have been forced to work during the war. It 
is only fair to mention the letter of another correspondent, 


’ who maintains that there is no need to fear that the men 
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will be overworked by the operation of the 65-hour week, 
but he gives his case away by emphasizing that the long 
hours—which include a large number at overtime rates— 
are fixed in order to “ boost” up the pay packets of the 
operatives. This conclusion was long ago exemplified by 
the observations made in munition factories, where it was 
often found that the men preferred the long hours because 
of the increased pay. Many of them found that by “ going 
slow” they could avoid excessive fatigue and remain in fair 
health for months and even years. True, their output was 
diminished rather than increased, but if their employers 
liked to be so foolish as to pay them for non-existent work, 
why should they complain ? 


MEDICAL MYCOLOGY 


The Committee on Research in Medical Mycology (Medical 
Research Council) is interested in a survey of fungous 
diseases of man, especially systemic mycoses, occurring in 
Great Britain, both indigenous and imported. To this 
end it is seeking morbid material for examination and 
diagnosis from the following sources: (a) Unquestioned 
cases of mycosis. (b) Suspected cases of mycosis. (c) Pos- 
sible but unsuspected cases of- mycosis. These would 
include cases of apparent tuberculous disease, found bac- 
teriologically negative : various granulomata, adenopathies, 
cold or chronic abscesses, etc., for which no microbic cause 
has been found. Particular attention should be directed to 
granulomatous lesions in lymphatic glands, lungs, meninges, 
etc., not proved to be tuberculous, malignant, etc. Speci- 
mens from animals, especially rodents, would also be wel- 
comed. Specimens of tissue should be divided in two : one 


part for cultural, the other for histological, examination. - 


The tissue for cultural examination should be kept free 
from contamination or antiseptics and placed in a sterilized, 
air-tight, screw-capped or bunged tube, in which also a 
small pledget of sterile damp cotton-wool may be placed 
only if there is danger of the specimen drying. When much 
delay in transport and delivery of the specimen is antici- 
pated it may be sent in sterile 50% glycerin. Tissue for 
histological examination should be placed in a suitable 
fixative (10% formol-saline will suffice for the majority 
of specimens). Dry specimens such as hair, skin scales, 
etc., may be sent in sterilized corked specimen tubes, or 
folded in sterilized paper. Pus and other fluids should be 
sent in sterile, bunged or screw-capped bottles or tubes. 
Slide smears of tissue, exudate, pus, etc., should be sent 
unfixed. The specimens, with the relevant data, should 
be sent to Dr. J. T. Duncan, Emergency Public Health 
Laboratory, Winchester ‘College, Kingsgate Street, Win- 
chester, Hants, who will provide suitable containers if 
desired, and will return, promptly, containers belonging to 


- other laboratories. 





RURAL HOUSING 


‘City slums have at least the advantage of being obvious 


to those who pass that way. The country slum is just 

as bad, and may be worse from the point of view of damp- 

ness, but it does not force itself upon the eye, and often 

its lack of hygiene, amenity, or comfort is camouflaged by 

the picturesqueness of cottage decay. Slums in the country 

have been largely neglected by housing reformers, perhaps 

because of the reflection that, after all, the country dweller 

has the open spaces at his front door to make up for the 

insanitary conditions within. Improvement in agricultural 

housing came to a sudden end on the outbreak of war, 

and many condemned houses have remained in occupation 

because new houses to replace them have not been built. 

The policy to be pursued as soon as house building can 

restart is the subject of a report by a Rural Housing Sub- 

committee of the Central Housing Advisory Committee,! 

in which various recommendations are made. This sub- 

committee takes the view that county councils, with some 
exceptions, have shown little interest in rural housing. 
Though the tendency of the time is away from the small 
authority, the subcommittee feels that rural district coun- 
cils, whose members are aware of local conditions and 
preferences, should play an important part in housing, 
while county councils act as guide, philosopher, and friend. 
It also recommends that in every county there should be 
set up a joint committee to advise the local bodies on their 
health and housing functions. A post-war survey of housing 
conditions in every rural district of England and Wales 
should be undertaken, and the working-class houses in each 
district classified according to accommodation, amenities, 
and state of repair. In rural Wales housing conditions are 
worse than in rural England. The prolonged and extreme 
poverty which until lately prevailed in rural Wales has 
had a disastrous effect on housing, and a special subsidy 
is recommended for the poorest districts. Another point 
made is that in many counties of England and Wales the 
fact needs to be brought home that rural housing is a 
major health function, and that a sanitary officer should be 
placed on the staff of every county M.O.H. to advise on 
rural housing, water supplies, and sewerage. At present 
there are such officers in only twenty counties. The maxi- 
mum extension to rural areas of electricity, gas, piped 
water, and sewage disposal is, of course, to be desired, 
together with the provision of amenities, such as a village 
hall, which develop communal life. A few incidental but 
not unimportant points are stressed. One is the aesthetic 
aspect of housing: in these days of prefabrication and 
mass production it is more than ever necessary to make 
sure that materials and designs for new houses are not 
unsuited to the landscape. Then it is suggested that the 
working man’s point of view should be sought on the 
condition and sufficiency of dwellings in a district, and 
accordingly that housewives should be co-opted on the 
housing committees of rural district councils. We cannot 
understand why two members of the main committee 
should have taken exception to this very sensible point. 
Finally there is the question of the week-end cottage. 
If it is shown that people of higher economic level by 
taking country cottages for week-ends and holidays deprive 
those who live and work in the country of accommodation 
they need, then the habit should be discouraged and indeed 
prevented ; but otherwise the subcommittee thinks that this 
is not a bad thing to happen, and, moreover, many cottages, 
while suitable for occasional use, are not the places of 
choice for permanent homes and the bringing up of 
families. The report is issued under the auspices of the 
Ministry of Health. 


1 Rural Housing. London: H.M. Stationery Office. (1s. net.) 
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“HAVING YOUR LIKENESS TAKEN” 
OBSERVATION IN THE STUDENT’S TRAINING 
BY 
Ff. ROBERTS, M.D. 


According to the Report on Medical Education of the Planning 
Committee of the Royal College of Physicians the powers of 
observation of the average medical graduate are “ relatively 
undeveloped.” This indictment of a profession which should 
be essentially naturalistic, terrible as it is, is none the less true. 
I have known a greatly enlarged spleen missed for over a year. 
It would seem impossible, while examining the heart, to miss 
a tumour of the left breast large enough to prevent the patient 
from lifting the arm, but I have known it happen. These are 
only two out of the many which I could quote from my own 
experience. Sir Walter Langdon-Brown tells me of a candidate 
who could not say whether a woman whom he was examining 
was married (a material point in the diagnosis), although she 
was wearing a wedding-ring. An ophthalmologist informs me 
that he has seen qualified men examining eyes with great care 
before discovering they were glass. Clinical notes written by 
many house-officers are so inaccurate as to be quite worthless 
for immediate use and therefore totally misleading for future 
reference. It cannot be denied that accurate observation must 
come first. Without it diagnosis, prognosis, and treatment must 
all go astray. No amount of theory, scholarship, or specialized 
knowledge is of the smallest avail if the practice of taking and 
memorizing observations is not mastered. 


The fault, according to the report above mentioned, is to be 
attributed chiefly to the manner of the student’s training. One 
may go further and wonder whether there may not be something 
about the system which actually suppresses such powers of 
observation as the student may initially possess. We must 
therefore consider in what respects the training is at fault 
and what remedies can be applied, but before doing so we 
must inquire whether any factors more general than clinical 
instruction itself contribute to such a disastrous result. 

When Mr. -Pickwick entered the Fleet Prison he first had 
to undergo the ceremony of “sitting for your portrait” or 
“having your likeness taken.” 

“The stout turnkey, having been relieved from the lock, sat 
down and looked at him carelessly from time to time, while a 
long thin man who had relieved him thrust. his hands beneath his 
coat tails, and, plantifg himself opposite, took a good long view 
of him. A third rather surly looking gentleman, who had 
apparently been disturbed at his tea—for he was disposing of the 
last remnant of a crust and butter when he came in—stationed 
himself close to Mr, Pickwick, and, resting his hands on his hips, 
inspected him narrowly; while two others mixed with the group, 
and studied his features with most intent and thoughtful faces.”’ 
This is no imaginary picture. As his letters prove, Dickens, 

himself an extremely accurate observer, was describing a. scene 
which he had witnessed through the insolvency of his 
“ Prodigal Father.” 
and finger-prints, these ruffians had to rely solely on their eyes 
and memory. If they failed they lost their jobs—a terrible 
punishment before the dole was invented. Well might the 
stout turnkey boast: “ We’re capital hands at likenesses here. 
Take ’em in no time, and always exact.” (Italics mine.) 

Sir William Beach Thomas describes in The Way of a 
Countryman how his father’s coachman was completely con- 
fused by the number 2, “and since his reading and writing 
were at fault, he received his instructions only by word of 
mouth. There was no need even to repeat them. He was 
letter perfect, and was not known to forget or mistake any 
item.” 

Mr. B. L. Burman, in Miracle on the Congo, quotes the 
following remarkable testimony by Major Glubb, who com- 
manded the Arabs of Transjordan: 

“The Arabs have amazing memories. They can report their 
movements, minute by minute, for 15 days or more, and remember 
every slightest detail, the colour of a blade of grass, the shape 
of a particular palm-tree. But the instant they learn how to read 
and write it’s all finished. They forget everything they ever knew.” 


If, then, the highly developed powers of observation possessed 
by primitive man are so easily extinguished by the acquisition 


Living before the days of photography . 
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of elementary literacy, what chance is there for the survival, F 


Servation } , 


let alone the growth, of the rudimentary powers of ob 
possessed by civilized youth, in the mental costiveness of 
clinical education? Ward sisters, with minds unclouded 
erudition, often put doctors and students to shame by their 
shrewd observations. 


The Three Obstacles 


Thus handicapped by their upbringing, students encounter 
three obstacles in their clinical course: the method of teachi 
laboratory methods of diagnosis, and the textbooks, By a 
grim irony, so far from recognizing these as obstacles they 
regard them as blessings. 


The Method of Teaching 


Their undeveloped natural powers of observation lead many 
students, on entering the wards, to acquire an inferiority 
complex, The ease and rapidity with which their senior 
conduct examinations and make deductions appear to them 
to be due to some special gift of superior sensitiveness which 
they themselves can never hope to possess. They fail tg 
realize that what seems to them so marvellous is only the 
result of interest and practice, and that deductions are only 
the logical result of observations either made at the time or 
drawn upon from past experience. Hence when interrogated 
they so’ mistrust themselves that they resort to wild guessing 
and make clumsy attempts to beg the question. Content to 
accept observational facts from others, they are readily 
hypnotized by any crankiness on the part of their teachers, 
A house-physician once toid me that a certain patient had a 
“duodenal ulcer facies.” He had been taught, so he solemnly 
explained, that men with short round faces had gastric ulcers 
and men with long thin faces duodenal ulcers (or it might have 
been the other way about). I myself was taught that there 
was a characteristic facies in diabetes. Unfortunately it is the 





more conscientious type of student who suffers from self- 
mistrust. To the man who is sanguine by temperament but 
without real ability the path is easier. Readily picking up the 
jargon and bedside manner at their worst, he soon scores a 
meretricious success which shows him the way to become a 
“clever doctor.” It is self-confidence of the right kind and 
degree which is so difficult to instil. 

Note-taking.—While attention is rightly paid to the writing 
of clinical notes it is forgotten that here lurks a danger, for 
notes can be written at the expense of the memory, The 
sensory impression can be so fleeting and its passage from the 
sensory areas to the motor cortex so rapid that no imprint 
is made on the memory at the time. The student has just 
spent two years in scribbling down anatomical and physiological 
information which, partly through faulty delivery, he has only 
imperfectly understood. He has thus mastered automatic 
writing almost like a medium in a trance, and ‘is well trained 
to practise this accomplishment at the bedside. 

Positive and Negative Observations.—It is always. safer to 
record a positive than a negative observation. I have often 
read the words “Liver just palpable” when it was obviously 
not palpable. If the student writes “Just palpable” he-can 
always say, “I thought I could just feel it,” but if he writes 
“Not palpable” he may be thought careless or defective in 
tactile sense. The result is that notes are full of incorrect and 
misleading observations. So far from acquiring a habit of 





accuracy the student develops a kind of protective woolliness. 
He may never be wrong, but he is never right. He learns not 
merely to sit on the fence, but to sit on it with both legs on 
the safer side. 


The Bantam’s Egg—A minor factor contributing to the 


nebulous atmosphere is the traditional practice of using a | 


standards unfamiliar objects: such as a goose-quill, millet seed, 
or bantam’s egg. When a friend told me that-a certain tumour 
which he had seen was as big as a bantam’s egg, I asked him 
how big a bantam’s egg was. He replied that he had no idea; 
he had never seen one. Evidently in his student. days someone 
who himself had probably never seen one had taught him to 


describe a tumour which he was examining as being of that 
“size. 


He therefore concluded that a bantam’s egg was the 
same size as the tumour. In other words, he was learning not 





the size of the tumour which was before his eyes but the size 
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him to The Table shows how, with one exception, these tomes have 
of that § Added to their too too solid flesh with the years, and how 
as the § "consequence the mental burden increases. with each genera- 
ng not § "0 of students. Their growth is no doubt partly due to . 
ne size B Tease in knowledge, but chiefly it refiects the expanding 
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Tt ntam’s egg which he had little chance of seeing. He 
,* Sins not practical medicine but theoretical poultry: 


| a ; g. ; 
ded byt The Clinical Raconteur.—We have all been tortured by this 


ing: “ A few months ago I was called into the country 
jo see a lady. She had a temperature of 101° and a pulse 
coe; ..1 decided to operate ...” Information of this 
kind is quite devoid of any educational value; for, however 
instructive the experience may have been to the lecturer, he 
cannot with the best will in the world make it convey much 
to his hearers. It is like relating one’s dreams: enthralling 
to oneself, but boring to one’s friends unless, of course, these 
happen to be of a Freudian turn of mind. 


sort of th 


Laboratory Methods 

For a trenchant criticism of the modern reliance on laboratory 
methods of diagnosis I commend to the reader a recent review 
in these columns of W. C. Alvarez’s Nervousness, Indigestion 
and Pain. The following is an extract: 

“Recently out of 50 candidates asked the simplest way to dis- 
tinguish between obstructive and non-obstructive jaundice only 
three-said they would look at the stools; all the others said they 
would have a van den Bergh test done. A test of doubtful validity 
as opposed to a simple conclusive observation. Candidates often 
refuse to diagnose a straightforward case of aortic regurgitation 
without a Wassermann reaction, and will ask for an electro- 
cardiogram without feeling the pulse. When directed to do so 
it seems to convey no information to*then?. One could multiply 
examples.” 

One has to be a radiologist to appreciate the full extent of 
this attitude of mind. Special methods seem to have brought 
clinical examination to bankruptcy. House-officers refer patients 
to the x-ray department with the words, “Please x-ray arm,” 
or “Please x-ray spine.” The clinical examination of fractures 
seems to the younger generation completely out of date and 
unnecessary. ‘“‘Why bother,” I have seriously been asked, 
“when radiology can do it so much better? ” Beyond a doubt 
laboratory methods contribute materially to atrophy of the 
senses, - 

Textbooks 

The accompanying Table shows the size of the books which 
I read when a student and the size of the current editions 
of the same books. , ; 





























Approx. No. of Words 
No. of Pages plus Word-equivalents 
Book in Die g-ams 
1907-12 | Current | 1907-12 Current 
Fiteiylam’s Text Book of 
m’s ext 001 (7) 

‘Anatomy .. eg Ss ae ra 1,312 1,514 | 1,080,000 | 1,250,009 
Cunningham’s Practical Anatomy | 1,117 1,580 507,000 700,000 
Halliburton’s Physiology .. ie 890 930 390,000 418,000 
Starling’s Elements of Physiolog 707 — 209,000 — 
‘Starling’s Principles of Physiology vam 1,205 aie 841,000 

*Total—Pre-clinical 4,026 5,229 | 2,186,000 | 3,209,000 

Clinical : 

Taylor’s Medicine .. as 1,088 1,110 615,000 839,009 
Rose and Carless’s Surgery 1,315 1,618 709, 890,000 
Eden’s Midwifery .. cs 690 724 311,000 377,000 
Eden’s Gynaecology 864 940 437,000 527,000 
Green’s Pathology .. 620 1,136 304,000 575,000 

Total—Clinical .. 4,577 | 5,528 | 2,376,000 | 3,208,000 

Grand Total 8,603 | 10,757 | 4,562,000 | 6,417,000 











* Allowing for the reading of two physiology books, the usual practice. 


To these, of course, must be added those on all the special 
subjects. In computing the number of words I have made no 
allowance for diagrams, because these require as much study 
48 letterpress, and the space they occupy is often compensated 
for by paragraphs in small type. For comparison I may remind 

ers that the Bible contains about 800,000 words. Some 
medical authors make Shakespeare (1,100,000) look puny, but 
Pethaps it is hardly fair to judge by quantity. 


experience of the authors or succession of authors, who forget 
that the average intellect of successive years of students remains 
a constant quantity. One may note in particular the rise of 


‘nearly 40% in the size of the dissecting manual; one mighf 


have imagined that everything worth dissecting had been dis- 
covered ages ago. We thought our burden just about as much 
as we could bear, but our sons have to carry half as much 
again ; one wonders what it will be for our grandchildren and 
great-grandchildren. It may be objected that students do not 
have to learn all that is in them, The answer is that they 
only omit anything at their peril. One glarice at the connexions 
of the spheno-palatine ganglion was sufficient to convince me 
that they were beyond my power to learn, especially as I had 
no chance of seeing them properly. I therefore decided, to 
the astonishment of my more conscientious companions, to 
ignore them. I reckoned-that if the rest of my armour were 
reasonably secure I could afford to have one chink in it. 
My weak spot escaped the examiners in anatomy and surgery, 
but was discovered by the examiners in medicine of all people. 

The attachment of students to their textbooks is pathetic ; 
and well it may be, for are the books not their bulwarks against 
defeat, their sure shields against their implacable enemies the 
examiners? I have often wondered why students, chiefly 
women, carry their large Cunningham’s or Gray’s with them 
to anatomy lectures. Are they so afraid of being without 
them even when they should least require them? Our mental 
outlook, in fact, shows little if any advance from our mediaeval 
ancestors’ apotheosis of Galen, despite (or perhaps because of) 
the blessings of modern scientific education. 

The following typical incident well illustrates the prevailing 
subservience to the textbooks. A young practitioner referred 
a patient to me with what he had labelled a_ dinner-fork 
deformity. But the wrist showed not the smallest resemblance 
to a dinner-fork. The forearm was perfectly straight over its 
whole length, but there was a slight swelling over the carpus 
due to a fractured scaphoid. Here was a case of perverted 
observation. The young man had evidently argued thus: 
“This is probably a Colles’s fracture. In the pictures I have 
seen in the books this causes a dinner-fork deformity. Therefore 
what I see before me is a dinner-fork deformity.” How other- 
wise could an intelligent man—for intelligent he certainly was 
—make such a mistake? He could no doubt have written 
an- admirable description of Colles’s fracture, but he had not 
been taught to look. His mind, being completely captive to 
the books, found no difficulty in interpreting his sensory 
impressions in a form acceptable to them. The books have 
become the mirrors in which students see patients, and all 
the flaws in the reflecting surface distort the mental image. 


These unwieldy tomes should be used solely for reference. 
When students plough through them they merely subject them- 
selves to mental torture. Their memory and concentration 
are strained in the wrong place. No one will deny that the 
amount of concentration involved in attendance at clinics is 
only a fraction of that which is demanded of a boy in a 
classical sixth form or of a person learning to play in a 
symphony orchestra. After a day spent, if not languidly, at 
least with nothing to prevent his mind from wandering, the 
medical student goes home to burn the midnight-oil. He 
opens one of his tomes at page 873 and makes a‘ fierce resolve 
to read 20 or 30 pages, and he goes to bed wondering how 
much he will remember. He reserves his brain during the day 
for the wrestling which must be his at night; he tries to 
learn from the books what he should have learnt from life. 
A person who wants to learn bird-watching goes and watches 
birds with the help of an expert ; he does not begin by buying 
a 1,200-page book on the subject. And yet medicine is or 
should be just as naturalistic as ornithology. Small wonder 
that the College of Physicians finds the student lacking in 
curiosity and initiative. His training, in fact, makes him the 
reverse of quixotic; for whereas the Don’s imagination was 
so heated by romantic literature that the commonplace seemed 
exciting, the student’s brain at a slightly lower level of cerebra- 
tion is so chilled by factual knowledge that the exciting seems 
commonplace. 

: The Remedies * 


The situation calls for nothing short of a revolution in the 
method of teaching. The system must be imbued with the 
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commando spirit. A student will not observe unless he is 
interested, and the only way to make him interested in a subject 
which he finds difficult is to make him interested in the growth 
of his own faculties. Interest and observation reinforce each 
other, and only by their combined development can self- 
confidence of the right kind be acquired. At the outset, 
therefore, he should be put through a rigorous discipline in 
observing accurately and in giving an account of his observa- 
tions without the aid of notes. I am told that some such 
system is used for naval cadets. It would be necessary to work 
out a graduated system of exercises in observation on a psycho- 
logical basis, and this would be one of the functions of the 
staff college which I have recently advocated in these columns. 
The problem should be studied from every point of view. It 
is probable, for instance, that medical men have much to learn 
about the study of the human features from portrait-painters. 
A great deal, too, might be done in regard to the combination 
of sensory impressions. I suggest that rubber models might 
be made of the commoner uterine diseases, and the student 
taught to palpate them with his eyes fixed on diagrams and 
post-mortem specimens of the same conditions. Tactile and 
visual sensations would thus reach the brain together and, 
combined, would produce a far more lasting impression than 
if they arrived at different times. 

The emphasis being laid on observation, the student would 
learn to see laboratory methods in their proper perspective, 
as aids to bedside diagnosis ; and whenever a laboratory ‘test 
disproved a clinical observation which he had made he should 
not rest until he had discovered whether, and if so how, his 
senses had led him astray. The time spent at clinics should be 
a continuous mental discipline calling forth all his powers 
of attention and concentration. By tea-time he should be 
pleasantly fatigued by the mental effort (not merely by holding 
a retractor while his chief removed appendices, as was my 
fate), and he should be incapable of absorbing any more 
information for the rest of the day. Apart from reasonable 
recreation—and Heaven knows he gets little enough—he should 
spend his evenings in broadening his mind by general literature, 
nature, or art, and by taking an active part in some form of 
social service, an avocation which would teach him far more 
than the lectures on social medicine with which the College 
of Physicians is so anxious to burden him. 

As for the great textbooks, their proper place is the hospital 
library, where the student should use them only for reference. 
When some special point puzzled or interested him he should 
be given every encouragement to worry it out by delving as 
deeply into the literature as he liked ; but for ordinary purposes 
small handbooks are all that he needs, and these he should 
know thoroughly. It is the superficial reading of the great 
books which is so harmful to mind, body, and spirit, and the 
only way to stop the practice is by so ordering the examinations 
that learning acquired in this way is unprofitable. Clinical 
teachers might do worse than model themselves on Agassiz, 
the great biologist of Harvard University, who would send 
a student back time and time again to the object he was studying 
until his description was accurate. Agassiz wanted students, 
not textbooks. “The book of nature,” he used to say, “is 
always,open. Strive to interpret what really exists. If you 
study Nature in books you cannot find her.” 

The student should not acquire the large books until the 
day when he is qualified. On that occasion I would have them 
presented to him with some such words as these: “ You have 
studied for yourself all the commoner diseases. In these books 
you will find more about them and about the rarer diseases 
which you have not seen. Remember that although they are 
the fruits of great experience, their authors are men of flesh 
and blood like yourself, capable of error and -capable of 
accepting and perpetuating the errors of others. Be prepared, 
therefore, to believe that the books may be wrong and your 
own observations right.” If this practice were adopted the 
student might capture at least some fraction of the thrill which 
Keats felt “on First Looking into Chapman’s Homer,” and 
we should not have so many doctors too inhibited to read books 
when they can really profit from them by the memory of weary 
nights spent in reading them for examination purposes. 


It may be objected that the changes I advocate are too 
revolutionary. To this there are two answers: first, the com- 


plete failure of the present system is admitted by those ae 
more authority than I can command. If the. Collece at hf 
Physicians admits it we may be sure that the charge is tie 
justified. Secondly, we are living in a revolution and 
proposals are no more radical than the transformation wh; 
has taken place in military training under the force of gj 
stances. The teaching of medicine has, under the j 

of tradition, too long remained static, and must now 

of the dynamism which we see infecting all around us, 

“But,” it may be said, “you are just as bad ag all the) 
other would-be reformers. You too want to add something new 3 +1) 
to the syllabus—a course in observation.” To this ] reply bd t 
that, so far from being an addition, it would be a subtraction, pe 
If every student were taught at the outset to be a self-refi utbority 
and reliable observer, if his likenesses were, in the words of -Q) Th 
the stout turnkey, always exact, and if he were to put more regulatio: 
trust in his senses and less in his books, there could not fail » cpata 
in the long run to be an enormous economy in time. F apition 
we should breed a type of doctor not jaded by the memorizj 
of second-hand information, but fresh in spirit and outlook ie 
from reliance on first-hand observation. We must restop Bay: 
medical education to its rightful state—a naturalistic Study, — A quai 
Conclusion igre 

I will close, as I began, with Mr. Pickwick, who surely spokgeu Wei 
the last word on the ideal medical student. Before he was ming. P 
disillusioned by Mr. Benjamin Allen, of “rather a mildewa™” @ 
appearance,” and Mr. Bob Sawyer, “ something like a dissipated a 
Robinson Crusoe” (neither of them typical of their class an so 
period, let us hope), that incorrigible optimist, “casting hsb hous frc 
nightcap energetically on the counterpane,” uttered thit 
memorable pronouncement: “ They are fine fellows, very fim 
fellows ; with judgments matured by observation and reflection} §. Pret 
and tastes refined by reading and study. I am very glad of it’ tion shall 

Yes, and it is the duty of the medical schools to give these 
fine fellows every chance to reach this ideal. 





& 4 


MANUFACTURE OF PENICILLIN 


Regulations have now been issued governing the manufacturebof one, t 
of penicillin and will form the seventh schedule to thepltreatec 
Therapeutic Substances Act. From now on any person manu)" <r 
facturing a penicillin preparation for sale must obtain a licence 
and comply with prescribed conditions as to strength, quality, 4 The 
and purity. Application for licences should be sent to thely.4 of 
Ministry of Health, London, S.W.1, the Department of Healthil iy it do 
for Scotland, Edinburgh, or the Ministry of Home Affaing 10—(1 
Belfast. The Regulations are given in full below. preparatic 
In 
Definitions and Proper Names we app! 
1.—(1) Penicillin (crude filtrate) is the solution obtained by theg the pi 
filtration of cultures containing penicillin grown on or in a tiqu u 
medium, or of extracts from such cultures. Its proper name i B) It: 
“penicillin (crude filtrate).” with any 
(2) Penicillin (dried crude filtrate) is the substance obtained } Sength | 
reducing penicillin (crude filtrate) to a dry condition. Its prope Container. 
name is “ penicillin (dried crude filtrate).” , 
(3) A penicillin salt is the substance separated by the application 
of chemical and physical processes from the culture medium on 0m 
in which a mould producing penicillin has been grown, and reducedg ~ 
to a dry condition. Its proper name is “ penicillin ” followed by iv 
word or words indicating the nature:of the preparation, 4s, 10 peor 
example, “ penicillin (sodium salt).”’ ae 
(4) In this schedule “ penicillin ’’ means the anti-infective 01 rm C 
acid which is known to be produced by Penicillium notatum, mg ™® purp 
“ preparation of penicillin” means penicillin (crude filtrate), petig Xtd Cro: 
cillin (dried crude filtrate), or a penicillin salt or solution thereof: for in-pai 
Standard Preparation and Unit of Standardization - Ms oth 
2. The standard preparation is a quantity of a dry penicillin 
kept at the National Institute for Medical Research, Hamp 
London. 3 
3. The unit of penicillin for the purpose of these 
the activity contained in such an amount of the standard prepara 
as may be indicated from time to time by the Medical 
Council. 





t 


Fulham 


Tests for Potency 

4. Preparations of penicillin shall be tested for potency in @ 

which shall be determined, by comparative tests in relation @ 
standard preparation, by a method approved by the ii 
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The potency so determined shall be expressed in units 
om. in the case of liquid preparations and in units per mg. in 
of solid preparations. 
Quality 

1) Penicillin (crude filtrate) containing less than 10 units per 
m, and penicillin (dried crude filtrate) containing less than 0.75 

4 mag., shall not be issued. y 
“?) A preparation of penicillin intended for use in making solu- 
partake ions for parenteral injection shall contain not less than 150 units of 
poicillin per mg. 


As 


the } Tests for Sterility 


news 6—(1) The provisions of Articles 16 to 20 of these regulations 

I Teply} | to the application of tests for sterility shall apply to prepara- 

raction,§ ions of penicillin with such modifications, if any, as the licensing 
reliant} witority may from time to time approve. 

ions shall apply to a preparation of penicillin which is alleged 

contain Penicillium notatum or any other organism in living 


not I condition. 
‘urther, Tests for Freedom from Abnormal Toxicity 


10 zing 4. Preparations of penicillin intended for use by parenteral injec- 
Ou! shall be subjected to the following test for absence of abnormal 
restore B toxicity : 

dy. § Aquantity of the preparation containing not less than 1,000 units 

of penicillin, in a volume not exceeding 0.5 c.cm. of a watery solu- 

Pion, shall be injected intravenously into each of five normal mice 

,kech weighing approximately 20 g. The sample shall be treated as 

“‘Higying passed the test if either: (a) the injection does not cause 

h in any of the mice within twenty-four hours from the injec- 

m; or (b) the injection having caused death in one only of the 

CUR nice within that period, further such injections in five other such 

aNi® nice do not cause the death of any of those mice within twenty-four 
3 from the injection. 


VOL 


Tests for Freedom from Pyrogenic Substances 


! - §. Preparations of penicillin intended for use by parenteral injec- 
d of it.” ton shall be subjected to the following test for absence of pyrogenic 


ve thest# A quantity of the preparation containing not less than 10,000 units 

Bot penicillin, in a pyrogen-free watery solution, shall be injected 

jatravenously into each of three normal healthy rabbits each weigh- 

ing not more than 2.5 kg. The body temperature of ‘the rabbits 

shall be recorded one and one-half hours before the injection and 

: tiher continuously for three hours after the injection or at the end 

ufacturebot one, two, and three hours after the injection. The sample shall 

to they treated as having passed the test if the average maximum tempera- 
n many-f ue increase of the three rabbits does not exceed 1.2° C. 


a licence Container and Labelling 


quality ‘9. The container for liquid preparations of penicillin shall be 
t to they ade of glass as respects which the licensee has satisfied himself 

f Health tat it does not lead to the destruction of penicillin. so 
Affairs§ 10—(1) The label on the container shall indicate whether the 

- (preparation is suitable for parenteral injection. 
() In the case of preparations of penicillin intended only for 
‘eal application, the label on the container and the label or wrapper 
d by the mthe package shall bear the words “ Not to be injected ” clearly 
aq liquidy Mited in a distinctive colour. i 
if @) If a preparation of penicillin as issued for sale is combined 
; with any substance other than a simple diluent, the exact nature and 
. a of that substance shall be stated on the label on the 
er. 








AN L.C.C. RHEUMATISM UNIT 


‘feport on the rheumatism unit at St. Stephen’s Hospital, 
Btu Road, was given at a recent meeting of the London 
iq inty Council. The clinic was instituted twelve years ago for 

purpose of providing beds for patients from the British 

td Cross Society’s clinic for rheumatism, where no facilities 
itin-patients existed. Out-patient clinics for patients referred 
fm other council hospitals were started, and in 1943 the 
ber of out-patients was 1,784. In the-course of this work 

§ become obvious that the usual in-patient and out-patient 

{ ities are inadequate for the proper care of these patients, 

Mi that the sociological aspect needs to be taken into account. 

‘Pecial almoner has accordingly been appointed to visit the 

mes and workplaces of the patients, unravel their domestic 
emotional problems, and make arrangements where neces- 

uy for treatment at a spa or convalescent home. An occupa- 
mal therapist attends at- the hospital for diversional and 
dial work, and various kinds of general treatment are 


The provisions of Part I (C) of the Second Schedule to these . 


afforded. Treatment of the local manifestations by orthopaedic 
and physiotherapeutic measures and by rehabilitation in the 
widest sense of the word is also carried out. Research studies 
have been undertaken at the unit. Postgraduate teaching takes 
place under the auspices of the Fellowship of Medicine Post- 
Graduate Association. The unit is doing its work under 
difficulties many or most cf which are inevitable under war 
conditions. 








Reports of Societies 








A MIXED PATH. BAG 


A general meeting of the European Association of Clinical 
Pathologists was held at the School of Pathology, Oxford, on 
June 24. The president, Dr. S. C. Dyke, in taking the chair, 
pointed out that the meeting was being held in spite of restric- 
tion on travel because many members anticipated that they 
would shortly be returning to resume work in their homelands. 

Prof. S. JELLINEK (Vienna), describing the peculiar character 
of injuries by lightning, said that they caused neither pain nor 
reaction of the tissue ; they could not be classified as burns nor 
should they be treated as such. He demonstrated numerous 
photomicrographs of the affected tissue showing screw-like 
ceformities, and transformations in a typical geometrical 
pattern, not applicable by traditional histopathology and 
intelligible only in the light of Faraday’s basic laws on the 
lines of electric force (phenomenon of polarity). 

Dr. K. S. ROSENBERG (Prague) reviewed recent work on the 
prognostic value of estimating sugar in pleural effusions. In 
115 cases of tuberculous effusions he could find no connexion 


. between the sugar level and findings of tubercle bacilli, red 


blood cells, blood-sugar levels, and the prognosis of the case. 
Bacterial action did not influence the sugar level. The average 
sugar level was between 5 and 20 mg. per 100 c.cm. He 
suggested that the enzymes of polymorphs might lower the 
sugar. Three cases of carcinomatous effusions with sugar 
values of over 110 mg. per 100 c.cm. were reviewed. The 
possibility of diagnostic value in these:cases was suggested. 

Drs. ELIZABETH DELIKAT (Bratislava), S. C. Dyke (Oxon), 
and Mr. Cyrit L. BUTLER demonstrated findings on a case of 
hyperproteinaemia and asked for a diagnosis: male aged 46 
had suffered from persistent epistaxis, papilloedema, and retinal 
haemorfhages, and enlargement of the liver and lymph glands.: 
Total’serum protein 10 g. per 100 c.cm., globulin 7 g., albumin 
3 g. There was anaemia but no abnormal cells. Histological 
appearance of the excised lymph node suggested lymphatic 
leucos:s. After blood transfusion the epistaxis ceased and the 
hepatic and glandular enlargement disappeared. During the 
next four months the patient appeared well, except for a 
slight degree of anaemia, persistent papilloedema, and hyper- 
proteinaemia ; lately, Bence-Jones proteinuria. Bone marrow 
by sternal puncture was normal. The general opinion of the 
meeting was that this would eventually prove to be a case 
of lymphatic leukaemia. 6 

Dr. I. FRIEDMANN (Prague) made further observations on the 
growth of M. tuberculosis in a fluid medium containing 
embryonic tissue. Penicillin reduced the danger of contamina-~ 
tion. Primary cultures from sputa grew in some cases after 
3 to 5 days, usually at the end of the first week. He showed 
photomicrographs of the morphological features of colonies: 
Medusa-head-like colonies of the human type; serpiginous 
colonies with a tendency to a more compact growth of the 
bovine type ; widely scattered colonies or loose groups in or 
round the macrophages in the avian type. 

Dr. J. UNGAR (Prague) discussed the importance of penicillirfase 
for diagnostic purposes in cases treated with penicillin, where 
it was essential to inactivate penicillin in blood or exudates. 
Penicillinase was produced by a strain of B. subtilis grown in 
digest broth aerobically at 37°C. for two to three days, and 
filtered. Sterile filtrate remained stable for at least 6 to 8 weeks 
in the cold. The potency of penicillinase depended on the * 
conditions of growth: under optimal conditions 1 c.cm. of 
the culture fluid would inactivate 4,000 to 6,000 units/c.cm, 
of penicillin over 24 hours. 
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Dr. F. Pick (Prague) demonstrated a case of a primitive 
nervous-tissue tumour more akin to neuroblastoma than to 
Wilms tumour, growing from the left adrenal. The patient, 
a boy aged 6, suffered from hyperkeratosis since birth, asthenia, 
and anaemia. Intermittent haematuria for 5 months. Enlarge- 
ment of abdomen noticed 6 weeks before death. Tumour 
weighed 4 Ib. 6 oz. ; size 8 in. x 4 in. x 5 in. ; metastases in liver ; 
no metastases in skull or elsewhere. The characteristic histo- 
logical findings of a neuroblastoma and Wilms tumour were 
present. 

Dr. E. DELIKAT demonstrated an aberrant thyroid removed 
from the right side of the neck of a man aged 20, originally 
diagnosed as tuberculous adenitis ; also a polyp of the stomach 
from a patient suffering from macrocytic anaemia with achlor- 
hydria—irresponsive to liver. The removal of the polyp did 
mot alter the course or nature of the anaemia. 








Nova et Vetera 








APPRENTICE BOOKS AT BARBER-SURGEONS’ HALL 


The apprentice books at Barbers’ Hall date from the year 1657. It 
is, however, possible to recover the names of a very large number 
of apprentices of an earlier date than this, as well as the names of 
their masters, from the Wardens’ Great Accompt Book, a huge 
folio which dates from 1603. The master was bound to present 
his apprentice and pay the sum of 2s. 6d. to the company, and 
these records of half-crown payments will be found there. When 
I had permission from the company to transcribe. the records of 
apprentices I copied every entry from 1603 to 1745. These copies 
were presented to the Royal College of Surgeons under the terms 
of permit given me by the Barbers’ Company. 

Literally thousands of names haVe been recovered from this source, 
and when they have been arranged in alphabetical order and 
annotated they will be of the greatest value for a fuller biography of 
the surgical profession in this country than has yet been possible. 
One would like to see some such a series compiled for the surgeons 
as Munk did for the Royal College of Physicians, and I am not 
without hopes that this may be accomplished at some future date. 

The records in the apprenti¢e books during most of the period 
are in Latin and give the name, home town, and occupation of the 
father and the period of time (usually seven years) for which the 
apprenticeship was to run, as well as the name and occupation of 
the master to whom the apprentice was bound. The premium paid 
to the master is not noted in the earlier volumes, but in the eighteenth 
century it is almost always recorded. In 1719, for instance, the Rev. 
Wm. Scrafton paid £262 10s. to Samuel Palmer, surgeon, for his 
son Richard Scrafton for the term of seven years. . Richard was 
afterwards on the staff of St. Bartholomew’s Hospital. Less-known 
surgeons accepted smaller premiums, and in the case of a barber 
the premium was often as low as £20, and sometimes even less. 

One of the first things that struck me in copying these records 
was the large number of masters whose occupation was not that 
of a barber-surgeon. Yet all of them must have been free of the 
company, probably by patrimony. The clerks who kept the books 
wrote good legible hands, but their spelling of place names 
seems often to have been on the phonetic principle. For 
example, Randolph Church, tanner, of Draden, co. Salop, appren- 
ticed his son, Ragdolph, to James Wheeler, surgeon, for seven years 
in 1701. The younger ‘Church was baptized at Market Drayton, 
in Shropshire, August 30, 1683. This apprentice was also later a 
member of the staff of St. Bartholomew’s Hospital. 

It. was often a bit of a puzzle to settle the correct translation of 
the Latin word used for the parent’s occupation. “ Agricola ’” would 
seem to denote a farmer, but I expect that ‘“‘ yeoman” would be 
better. The word “ lanius” gave me a good deal of trouble. I 
could not find it in any of the small glossaries of mediaeval Latin 
at my command. In the end I did what anyone else would have 
done at the beginning, and found it in Smith’s Dictionary as classical 
Latin for a butcher. Some odd occupations figure at times on these 
records; I came across at least one example of a longbow-string 
maker, and occasionally the clerk would air his knowledge of classi- 
cal words, as when he rendered a harness-maker “ Ephippiarius.” 

If the master happened to die before the apprentice was out of his 
indentures the boy was “turned over” to another master, and in 
later examples a proportion of the premium was also “ turned over ” 
to the new master. Some of these youths were “ turned over ” more 
_ than once. The age of the apprentice is not stated, but as a general 
rule it was from 14 to 16 years. Church, it will be seen, was about 
18 years old when he was bound. Very few of these boys had the 
advantage of a university career before taking up surgery. I came 
across one case in which it was probable that the son of a Leicester- 








shire parson had been at Cambridge before coming to 


Hall. Perhaps he had been sent down. It is unfortunate that’ 
apprentice books do not start at an earlier date than 1657. w, 
miss the details of Richard Wiseman’s parentage. His apprentice. 
ship to Richard Smith, surgeon, in 1636-7 is obtained from the 
Great Accompt Book. § 
To show that one cannot always trust the spelling of the clerks 
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kept the books it is only necessary to state that John Knight, least § 
later became Serjeant-Surgeon to -Charles II, is entered in “a ; ‘Tt is 
Accompt Book as the apprentice of Laurence Roe. It should p 4 duty ” 
been Laurence Loe, who was at one time surgeon to St. Thomas's) selativ 
Hospital. And I think it is not unlikely that the Thomas Blathws: , 
whom Peachey was unable to identify is the individual whom tt te 
clerk entered as Thomas Brathwait, who was apprenticed to Latimet 
Ridley, surgeon, in 1712 at a premium of £50. He was “ typed effects 
over ” to William Dickinson, surgeon, in 1714, and again to Richaral 10f th 
Lee, surgeon, in 1719. In the last instance his name js gph and P 
Braithwaite. He took up his freedom in the last-named year, helped 
Never again, I fear, will the surgical record searcher work under (select 
such pleasant conditions as I did in the old court room at Barbe either 
Hall. R.R.J. Ft hat th 
certain 
CENTENARY OF A MEDICAL SOCIETY optimi 
In the State of Pennsylvania the Lancaster City and County Medical policy 
Society has celebrated the hundredth anniversary of its foundation § That § 
The occasiorl was marked by a public meeting attended by map duty ¢ 
representatives of medical organizations in Pennsylvania and othe readap 
States, and a letter was read from the President of the U.S.A, why the int 
in his message of greeting noted the great contributions made ‘ 
the medical profession of Pennsylvania to the life of the nation medica 
A note on the history of the centenarian society has appeared in th the in 
Journal. of the American Medical Association of May 21, Thyg medica 
Lancaster County Medical Society, it says, was one of the first to these 1 
encourage the entrance of women into the practice of medicine, and 
it mentions the names of some notable physicians who have beer 
members.. A commemorative number of the Society’s Bulletin 
includes facsimiles of the early notices associated with the foundation 
in 1844 and two accounts of the history of medicine in Lancaster. 
x Sir,- 
A’ presentation was made to Mr. W. Spencer Howells on hisf of July 
retirement from the presidency of the Pharmaceutical Society o but ne 
Great Britain, when his, successor, Mr. F. G. Wells, handed to him empha: 
a replica of the badge worn by Mr. Howells during his term o the 
office. The original gold badge, valued at £200, worn by presidents Pri 
of the Society since the days of William Allen, F.R.S., who first work, | 
held office in 1841, was stolen by a burglar when Mr. Thomas Mams} ordinat 
was president in 1937, and the present replica of it is the only one} the co- 
in existence. The new badge was designed by Mr. Omar Ramsden. Patholc 
tory Se 
Thro 
than e 
Correspondence tachi 
ments, 
advice 
Associa 
Military Psychiatry We fe 
Sir,—I am indebted to Dr. B. H. Shaw for drawing attention§ should 
in his letter (Aug. 12, p. 222) to the apparent discrepancy§ before 
between psychiatric precept and practice contained in the articleg letter o 
“Two Years of Military Psychiatry in the .Middle East} be carr 
(July 22, p. 105). Dr. Shaw suggests, in view of the statement of dias 
made in the article in question—e.g., that so many of the bacteric 
patients admitted to psychiatric centres and hospitals showed§ only as 
evidence of markedly abnormal personalities prior to Mati We : 
breakdown and that psychiatric casualties are potentially) tempor: 
“infective” and constitute a potential menace to the MOme§ daily c¢ 
of the group as a whole—that it was illogical to retum appreci: 
a high percentage of neurotics and psychotics to duty. BA own. 
states that the vast majority of these men were in reality MOR ¢specia} 
unstable “ misfits” and should in consequence have service, 
“eliminated.” If the final decision concerning return to GUY§ not the; 
could have rested entirely on theoretical grounds, few of 1% ‘conside, 
would disagree with Dr. Shaw that it would have been BIR by the 
ferable for many of these men to have been evacuated HOME practiti; 
the Middle East and returned to the United Kingdom. #§ tper‘e; 
decision upon disposal, however, had to be made with re@Ui wor 
to wider issues and against the background of the mull)i 9 fare 
situation as a whole. During the period under review the employ. 
power shortage was serious, operational requirements equivale 






mitments were heavy, and as a result of the closing 
Mediterranean and of operations in widely scattered and 
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s of the world the shipping situation rendered it imperative 
evacuation of cases should be reduced to a minimum. 
was only after careful consideration of these and of other 
b s, for example, the undesirable effects. on morale of 
‘gracuating psychiatric cases on a large scale—that the policy 
_¥ of retaining as many cases as possible in the command on at 
My east some form of duty was adopted. 
sf ft is, of course, necessary that the statement “returned to 
1 atv” should be viewed in its proper perspective; only a 
relatively small proportion of men in any expeditionary force, 
even of those on full duty, are actually engaged in a battle 
the It may also not be altogether irrelevant to mention the 
ime fects of treatment. No extravagant claims are put forward 
edi +. the results of treatment in chronic constitutional neurotics 
1 and psychopaths, but it is reasonable to believe that treatment 
helped, if not to cure, at least to allow of their return to duty 
or modified duty if necessary) without undue risks 
ar either to themselves or to others. No illusions were entertained 
1 fat these soldiers might not break down again, and they were 
certainly not discharged to duty in any spirit of easy or undue 
imism ; but the results in practice sufficiently justified the 
policy adopted, and the actual relapse rate was inconsiderable. 
That so many of the neurotics and psychotics discharged to 
many§ duty did in fact make good progress, and show a successful 
yeadaptation to their duties was due in no small measure to 
the interest and supervision exercised over them by their-unit 
medical ‘officers: and tribute may here be fitingly paid to 
¥ the invaluable co-operation and sympathy shown by regimental 
medical officers throughout the Command in the after-care of 
T these patients—I am, etc., 










H. B. CRAIGIE, 
Lieut.-Col., R.A.M.C. 


A National Pathological Service 


§Sm—We have read with interest the purely destructive 
‘riticism of Drs. Heaney, Turner, and Haler in your issue 
of July 15 (p. 95). As pathologists in charge of laboratories, 
but not directors under the new plan, we should like to 
emphasize that we consider some such scheme essential for 
the progress of good hospital and public health laboratory 
work, and that we have no misgivings about its central co- 
ordination provided it .is our own senior colleagues who do 
the co-ordinating, as is the case at present in the Emergency 
Pathological Service and the Emergency Public Health Labora- 
tory Service. 

Through their efforts since 1939 a much closer relationship 
than ever before has existed between laboratories: serving 
teaching hospitals and pathologists working in smaller depart- 
ments, providing a co-ordinated service of routine consultative 
advice such as is beyond the scope of existing bodies like the 
Association of Clinical Pathologists and the Pathological Society. 
We feel that it would be lamentable if in the future we 
thould slip back into the relatively isolated units which existed 
before the war. It is clear, however, as was pointed out in the 
Ketter of June 10 (p. 790), that regional administration should 
te carried out by senior pathologists with a wide experience 
of diagnostic laboratory work, the university professors of 
Yacteriology, chemical pathology, and morbid anatomy acting 
owedy only as advisers in their respective specialties. 

i) ©6©We would welcome a scheme in which pathologists can 
temporarily move from one unit to another, as it is only by 
‘ily contact with another pathologist’s laboratory that one can 
appreciate the advantages that his method may have over one’s 
Own. We would also point out that if such movements, 
(specially in the case of senior pathologists within a co-ordinated 
Stvice, were, in the main, of a voluntary character they would 
fot then feel that their security was in question. Finally, we 
tWE ‘consider that coroner’s post-mortems should be carried out 
by the hospital pathologist in the. area and not by general 
Pfactitioners, but such pathologists should have had adequate 
‘perience and training in morbid anatomy and medico-legal 
= § Work. Where a pathologist is carrying out coroner’s work for 
nat @large area it will often be preferable for him to be wholly 
» 4 ployed on this work, in which case he should have the status 
4 ‘divalent to other senior pathologists in the service, and have 
full access to a morbid histology department in his area. We 
Would point out, however, that a formal approach on this 
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subject to the Coroners’ Society before an efficient and well- 
coordinated service is available in all areas might well be 
considered premature.—We are, etc., 


H. B. May. F. E. Camps. 
C. J. C. Britton. J. R. Gfimour. 
J. S. Fau.ps. D. STONE. 


= F. C. O. VaALentTine. C. F. BARWELL. 


Service Medicine 

Sir,—I_ have just read the letter by J. A. Valentine (April 1, 
p. 470). I know the time lag of this reply will be great, but 
I would ask your indulgence to publish this reply from a 
regular R.A.M.C. officer, even though he may be young as 
regards service. 

First, may I join issue with J. A. Valentine when he states 
that the letter “so accurately” expresses the views of many 
serving members of our profession. This statement, of course, 
is utterly and completely false. Now may I pass to the extracts 
themselves. I have the greatest respect for the “civil” front, 
but surely the burdens that were borne by the troops in the 
Western Desert from the days of Graziani’s advance to Sidi 
Barrani until the victorious advance of the Eighth Army were 
extremely heavy as regards “feeding, comfort, transport, and 
relaxation (especially alcohol)”; but perhaps your corre- 
spondent never ‘spent a “hot weather” in the desert ; perhaps, 
too, he has not spoken to anyone who was in Tobruk fortress 
during the siege, and got their views on “ relaxation (especially 
alcohol)” ! He cannot obviously realize what a shortage of 
doctors there was in the early days in the desert, and what 
a nightmare that must have been to higher authority. The 


complacent talk of “ over-staffing” merely shows ignorance of 


military requirements: hospitals have frequently to replace 
casualties in medical units in the field, supply R.M.O.s 
temporarily, and, too, of course, at any moment they may 
have to move to an active theatre of operations, where a full 
staff is a necessity. For my part, during a long stay in the 
Middle East I do not think I have once come across a hospital 
that was fully up to strength all the time in either medical 
officers or nursing orderlies. 

Your correspondent’s talk of not having enough work to 
do merely shows a lazy and indifferent attitude to his job, 
and, too, an ignorance which is nothing short of appalling. 
Surely he has read the medical statistics of the North African 
campaign, and, in fact, of any campaign the British Army 
has taken part in. If so, even he must realize the importance 
of preventive mecicine, inasmuch as casualties from sickness 
always outnumber, and that by an appreciable margin, the 
battle casualties. What did this man do with his spare time? 
one wonders. Is he so knowledgeable that he did not need 
to spend any time on camp hygiene inspections? ‘ Do strenuous 
antifly measures to combat dysentery mean nothing to him? 
Does he know all about antimalaria measures, and, if so, is 
he sure that his troops do—to mention only two of the 
decimating diseases of wartime? Did he ever lecture his men 
on V.D.—another wartime problem? Did he ever inspect the 
men’s food and, how it was cooked, where it came from, and 
what.condition it came in, and was there sufficient variety ; and 
did he ever visit the men’s canteens to see how they spent 
their off-duty time? Did he ever discuss their problems with 
them—both problems in their unit and maybe their homes? 
But one could go on ad infinitum in this strain. No, your 
correspondent condemns himself out of his own mouth. Your 
good medical officer has always plenty of work to do. Your bad 
medical officer. merely -grouses about lack of work when 
it is all round him. Of “bad staffing” I can only say it is 
hard to believe that a C.O. and, too, an A.D.M:S. are not 
equally able to judge as regards the staff under them, and 
are able to adjust matters to their satisfaction, which, of course, 
would not probably suit your correspondent. As to equipment, 
I think it is excellent. There were difficulties in the days of the 
long sea route to the Middle East, and a lag in supply of 
all arms—not only medical equipment—was inevitable, but 
when the materials were available we got the very best. Many 
of us learnt to improvise—a word apparently foreign to your 
correspondent. 

In conclusion, I should like to say that I think a slur is cast 
on the profession as a whole by your correspondent’s ill-timed 
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remarks that importance is put “first on paper-work, next on 
the staff, and last of all on the patient.” Surely a doctor is 
a doctor whether in uniform or not. I myself have seen, and 
so must the great majority of your readers, surgeons and 
physicians toil for hours on end to save a man’s life—in fact 
many men’s lives—when everything seemed hopeless, and those 
men have recovered. Then, and only then, was the paper- 
work considered. The advances of medicine and surgery have 
been great in this war, but always there are the ability and 
the zeal of the individual ‘doctor necessary to bring those 
advantages to the patient who requires them. Fortunately 
there are always the men to do this. My only advice to your 
correspondent is to go to his C.O. and request that he be 
allowed to go “back home again and be ensconced in the 
worries of civil practice.” We do not need men like that in 
the Services.—I am, etc., 


S. F. CRANSTON, 
Major, R.A.M.C. 


Sir,—I have read with great interest the many letters which 
have appeared recently on the subject of Service medicine. 
May I be permitted to give some of my own views on the 
subject which may be of general interest. The letters which 
have appeared so far can be divided into two main classes. 
There are those strongly in favour, which have come from 
high-ranking consultants, and those strongly against Service 
medicine, which come from the more junior medical officers. 
Unlike the writers so far, I propose to steer a middle course. 
It is obvious that there are two sides to every question, and 
while the R.A.F. Medical Services are very’ good and well 
equipped, there are many points that jar my still civilian brain. 
These jarring points, however, are common to all Services, 
whether medical or not. 

There are two main reasons why a military medical service 
can be so advantageous from the patient’s point of view.. First, 
there is general keenness on the part of the unit medical officer, 
and, secondly, there is the element of compulsion. A keen 
unit medical officer can do a great deal to improve conditions 
and morale in a camp. A sanitary inspection should be more 
than just a latrine tour; it should signify that the medical 
officer is out to see that everything is being done to keep 
hygienic conditions up to scratch, with dire penalties for those 
who fail to do their bit. The unit medical officer should treat 
his Service patients as if they were his private patients. The 
other main factor in maintaining positive health is compulsion ; 
if an airman is ordered treatment he must report for it as 
instructed or disciplinary action may be taken against him. 
That, in my opinion, is where the medical services of the Forces 
score over doctors in civil practice. 

It appears to me that one of the main reasons why there 
is such a dislike of Service medicine among the more junior 
medical officers—apart from those who would probably have 
joined the Forces in any case had there been no war—is this 
element of compulsion. One may dislike to have to do this 
or that, contrary to one’s general beliefs, as instructed in a 
policy letter from higher authority, but it is not for the unit 
medical officer to lay-down policy ; his sole job is to maintain 
the health of his unit, carry out policy, and obey orders. 

It has been said that there are too many forms to fill in, 
but this is not confined to Service medicine: civilian practi- 
tioners, too, have their forms. But may I say this in support 
of most of the forms that I have come across: they usually 
give the maximum of information in the minimum of space, 
and accurately completed medical history and case sheets can 
be of great value. The only drawback about these is that 
they do not always arrive simultaneously with their owner 
on a unit. 

Medical equipment and stores are extremely good, and we 
have nothing to grumble about there; the only snag is the 
“ accounting” of them—a type of higher mathematics which 
terrifies me. But no doubt this is necessary considering the vast 
amounts of medical stores and numbers of units to be supplied. 

Although anxious to return to the relative freedom of civilian 
life at the end of the war, I still think we should take the 
rough with the smooth. We cannot all have the jobs that 
we, or our relatives for that matter, would like most, nor can 
we all gain glory and medals on the battlefield. There are 











many “ stooge” jobs in the Services, and’ it is up to us a anit 
them as best we can. We should remember that we are gufast of 
our own masters, but servants of the State, and it is up toy gan 24 
to keep the medical services running smoothly, no matter Where London 
we are or how hard it may be for the individual. No one can fa 
penalize us for trying our best, and no one in higher autho 



























































can expect more of us.—I am, etc., ' ag 
C. M. CHa oe | 
Fl. Lieut., R.A.F. Medical Sev, = ” 
Infant Feeding. a i, 
Sir,—I was interested to read Dr. P. Boucher’s letter (Tuly 29} beer.” 
p. 160) on some common errors in infant feeding, I agree 


entirely with his remarks concerning the instructions pring 
on the labels of dried-milk preparations. I would go further 
and say that I find it difficult to understand how any infay 
can be expected to thrive if such directions are rigidly followe 
The bogy of over-feeding is, I consider, even more importan the mat 
It would appear that at many welfare centres a weekly gain off he was 
over 7 or 8 oz. is looked upon as a sign of over-feeding, notwith’# was 20 
standing that the infant may be perfectly contented and show be did ' 
no abnormal signs. Many infants in the early weeks of lif, 
will gain up to 12 oz. a week or more, and it is usually the the whe 
small baby that does this and is in need of it. Many infangis portec 
are made miserable and wretched because the mother has bees curvatul 
instructed to reduce the breast-feeding time or decrease th gm mi 
amount of bottle-feed. The effect of this on the nursing mother§ turn, 
is that she rapidly loses her milk, because her child is fretfyi# and sev! 
A vicious circle is set up, and there begins a desperate search repeatec 
after this or that proprietary food. The same end-result jsf that sor 
brought about when the mother is first given her instructions§ His sya 
with regard to breast- or bottle-feeding if these instructions 
are too rigid and make no allowance for individual variations, 
Ordinarily I see about fifty infants a week, and over the past 
ten years I cannot remember seeing an infant that had suffered} §x,— 
from “ over-feeding.” No one would think of controlling thel fe fect 
weight gain of the young adolescent. Why ‘interfere with the primips. 
infant’s natural appetite? advice, : 
Dr. Boucher’s plea for a common-sense attitude towards§ jhen ‘a 
infant feeding is a timely one. To this I would add a plea for unpleas: 
greater elasticity with regard to instructions to mothers. This wy fro 
may mean more time and trouble to begin with, but will be (une 17 
amply rewarded by a happy and contented infant—I am, ete, Bjcnnot 
N. KRaMer, ff pictures 
 Byet in f 
: : ey “ae mi 
Prevention of Industrial Dermatitis »  Fiorceps 
Sir,—Dr. Howard Mummery in his letter (July 22, p: 128)B two loo 
adopts the attitude that because I am not satisfied with just#ding d 
cleaning the skin I have not an open mind on industralf 
dermatitis. The whole subject of detergents has been recently} perilous! 
investigated in relation to irritants and dermatitis causers, par mtirely 
ticularly here and in the U.S.A. It may interest Dr. Mummery} dilorofo 
to know that in many processes, even where tar compounds are§ aan ar 
used, it is possible to remove the whole of the irritant from the prineun 
skin without the use of soap or other detergents provided that} let th 
an adequate barrier has been used. I am not content just who car 
clean the skin after use, as I am of opinion that a disservice ad tho: 
is being done to medicine in general, and industry in particular,§ tody an 
where adequate preventive methods are not used when such The p 
are available. Industrial medicine is‘a branch of public health inthe o 
and I cannot envisage any confidence being shown in our Wom placenta 
or progress being made unless we take every step to preven ofo 
disease of all kinds in industry. Most employers are guided by§ tthe p’ 
the advice of their medical officers, and I cannot do better that tever dr 
quote the words of the great pioneer, Sir Thomas LegeRiter the 
(Industrial Maladies, Oxford University Press, 1943, p. 3): ‘a The GI 
“Unless and until the employer has done everything—and evey-p @ head, 
thing means a good deal—the workman can do next to nothing 0% perineal 
protect himself, although he is naturally willing enough to do mR} 
share.” = 
I shall not be content or even proud of my record 
two cases in many thousands of workers this year ¥ 
I have no cases recorded against my factories in any ¥ 
Dr. Mummery’s own article admits a total in 1943 of 2030" 
in 3,850 workers (May 13, p. 660), and I would suggest Gage 
he tries all the methods available, and does not rely only ups 
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waning the hands after work. I would point out that the 
an « of protection with an adequate barrier cream is less 
up jan 2d. per week.—I am, etc.,, 


et Whee es NS. L. B. BOURNE. 
Can i 


et Chewing-gum or Polypus ? 
© §R—Mr. McNeill Love’s letter (April 29, p. 600) reminds 
os me of a case 1 had two years ago in Canada. A sergeant 
RS, ‘ued 26, a very good technician, reported sick several times 
Service, yith a very vague history of abdominal discomfort. Physical 
~ | gamination was negative. Alkalis had no effect on the com- 
saint, and he continued to smoke and on occasions “ go on the 
July 29, ” It was also discovered that he wanted to get out of the 
I agree Srwice. In view of the vague history and the psychological 
; Printed aspects of the case he was considered fit for full duties without 
further oA investigations. He was then sent up to the Aleutian 


y in , and I was a little surprised to see him back within a 
ollowed 4 month with a letter from his medical officer saying he thought 
ortant A fie man had a gastric ulcer. I noticed at this interview that 
fe was chewing gum when he entered my room, but that he 
vith’a was no longer doing so after 20 minutes. On asking him what 
how. he did with it he said he must have swallowed it! This time 
sm isnt him to the radiologist, making sure that the latter knew 
tie whole history. The radiologist did a barium meal and 
gported that there was a fairly large filling cefect on the lesser 
qrvature in the prepyloric region, and that he thought chewing- 
hes gum might be the cause. The same evening, on the sergeant’s 
thers turn, I washed out his stomach with a large stomach-tube, 
ful§ wd several pieces of gum were recovered. The treatment was 
chit te daily for a week, but successive barium meals showed 
4 iat some filling defect was present at 2 but not at 3 weeks. 

ions His symptoms cleared up completely.—I am, etc., 

W. R. DyKE, 
Fl. Lieut., R.A.F.V.R. 
Episiotomy 

§m—At a London postgraduate course I attended in 1939 
oH the lecturer on midwifery said: “Do an episiotomy in all 
“ pimips.” Since’ then I have nearly always followed this sound 


advice, and have always been sorry when I have not, as I have | 


‘then had to deal with a nasty laceration extending sometimes 

pleasantly near the anus, instead of a small clean cut a long 

wy from it. There are points in Dr. Dow’s memorandum 

june 17, p. 813) and Dr. Barnes’s letter (July 1, p. 23) with which 

[cannot quite agree. Though in theory Dr. Dow’s “ technique ” 

pictures look like a neat and eminently cosmetic refinement, 

yet in forceps cases it seems to me there is going to be a 

fe mix-up around the patient’s hinder parts, what with the 

_ Bioceps in position, two pairs of artery forceps hanging -down, 

loops of sutures getting in the way, and two suture ends 

ditto, the proceedings being illuminated by a nurse 

ng a torch or by a flaring paraffin lamp on a table 

enti er busly near the operator, in a tiny cottage room almost 

18, pal atirely filled by the large bed. But, the woman being under 

ummery Ftiloroform, what is wrong with a clean cut with sharp scissors 

inds are ‘tan angle of 45 degrees to relieve a straining and distressed 

rom thes perineum? Half an inch is all that is necessary in most cases 

Jed that let the head through quickly and comfortably, and anybody 

just ho can see straight can sew up an incision Ike this as well 

sservice hid thoroughly as he can stitch a cut in any other part of the 
dy and with as accurate apposition. 

en such ' The pundits will probably say I am all wrong, but I often put 

i tthe one stitch, or at most two stitches, required before the 

Ur WORE Placenta is expelled and while the patient is still under 

preve ioroform. Inspection of the stitch site after expulsion 

aue tithe placenta has never shown me anything wrong. I should 

Wer dream of giving a woman chloroform any length of time 

tt the birth for the sole purpose of stitching her perineum. 

¢ G.P. does not give a general anaesthetic to put stitches 

M@head, arm, and leg wounds and cuts; why should he in 

mineal ones? Two years ago I had three deep sutures put 

l0 what is, I suppose, the most exquisitely sensitive part 

df the body—the palmar surface of my wrist, which was Ceeply 

Mrated by a broken bottle—but I never thought of demanding 

meral anaesthetic. As to Dr. Barnes’s “local infiltration 

mi procaine ” I should say that the three or four needle stabs 

ae iired here would be quite as painful as the two caused by 

esiarp needle and a skilled hand. In “ obstetric units,” no 

the accoucheur is surrounded by willing helpers to run 


about for him and hold things. Also he (or she) has plenty 
of room and light just where he wants it. Dr. Barnes must 
visualize a dark little room and the conditions described above 
in place of her nice operating table and impedimenta. 

I cannot see why Dr. Barnes assumes, from Dr. Dow’s descrip- 
tion, that the latter has not “ united the deep layers” with his 
sutures, and accuses him of “merely uniting the mucous 
membrane of the vagina and the skin of the perineum.” 
Surely Dr. Dow, or any other capable G.P., would naturally 
insert his sutures through the whole cepth of the tissues he 
was proposing to, or had already, cut. We are not quite so 
stupid as not to do that. 

And what is all this fuss about chloroform? Dr. Barnes 
says, “It is well known that a parturient woman tolerates a 
general anaesthetic very poorly,” but she must forgive me if 
I say that exactly forty years’ experience of chloroform invari- 
ably used without mishap in midwifery compels me flatly 
to contradict her. Also see Bourne’s Midwifery, page 96 
(“ Parturient women tolerate chloroform well”). In the pre- 
ergometrine era I certainly had occasional qualms in the case 
of fat flabby women whom I suspected of springing a p.p.h. 
on me after chloroform, but I was always ready and waiting 
for this. Since the introduction of intramuscular injection 
of this product after or (tell it not in Gath!) just before the 
expulsion of the placenta, I have made it a routine measure 
in all confinements to give it, with the consequent complete 
banishment of the bogy of p.p.h. As for any other danger in 
chloroform in midwifery, there is none unless it is badly given. 
Since ergometrine, now many years old, I have never seen 
the slightest ill effect, nor (publish it not in the streets of 
Askelon!) is there the slightest objection to giving pitocin (not 
pituitrin, which causes a nasty rise and more than corresponding 
fall in blood pressure) when the cervix is fully dilated, inertia 
is present, and you don’t want to put on forceps. Pitocin will 
often bring the head down while you are boiling up your 
forceps, and save you the trouble, but it should never be used 
in breech cases.—I am, etc., 


Stowmarket. H. S. GASKELL. 


Dentition of London School-children 


Sir,—I should like to point out some facts which appear 
to invalidate many of the conclusions drawn by Lady Mellanby 


and Helen Coumoulos (June 24, .p. 837). These authors 
compare the dental condition of two groups of 5-year-old 
L.C.C. school-children in 1929 and 1943. They find the con- 
dition in the latter year is the better of the two, and conclude: 
“It is thought that the observed improvement in the dental 
condition of this age group may be largely due to the changes 
in feeding habits which have been developing in recent years 
—in particular to the introduction in 1934 of the cheap milk 
scheme’ of the Milk Marketing Board and later to the wartime 
food policy, which included (a) increased allowances of milk 
together with cod-liver oil and fruit juices to pregnant and 
lactating women, to infants, and to young children; (5) the 
addition of vitamins A and D to margarine; and (c) -the 
addition of calcium carbonate to bread.” The extent to which 
these dietetic measures could possibly have affected the teeth 
of children of 5 years of age in 1943 can be judged by 
considering the following facts: 


1. The Milk Marketing Board scheme applies only to school- 
children ; thus the children under discussion can have benefited 
by it at most for a matter of months before the survey took 
place. 

2. The increased allowance of milk to expectant mothers was 
introduced on July 1, 1940. Thus it could. not have affected 
children who were 5 years old in 1943. 

3. Expectant mothers were first eligible for cod-liver oil on 
Dec. 1, 1942, which again could not have affected the children 
in the survey. 

4. Lactating women have at no time been eligible for supplies 
of cod-liver oil or fruit juices. The allowance of milk for 
nursing mothers was introduced on July 1, 1940; so this, too, 
is irrelevant. 

5. Children under 2 years were allowed cod-liver oil from 
February, 1942, and children under 5 years from April, 1942. 
Thus the children in the survey were eligible for only a fraction 
(and that the latter part) of the first 5 years of their life. 
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6. The addition of vitamins to all table margarine dates 
from May 6, 1940. As the paper under discussion states on 
page 839, the teeth of the children in the survey “ were in the 
main formed in the immediate pre-war years and the first 
year of the war.” Their structure cannot, therefore, have been 
greatly affected by this meesure. 

7. Calcium carbonate has been added to flour on a national 
scale only since Aug. 1, 1943. No statement is made in the 
paper as to the time in 1943 at which the survey was carried 
out, but even if it was at the end of the year the calcium 
carbonate could scarcely have played much part in the dental 
condition of the children. 

In short, whatever the causes of the improvement observed, 
the dietetic measures mentioned above can have little bearing 
on the matter. I am indebted to the Rationing Division of the 
Ministry of Food for confirmation of the dates on which the 
various dietetic measures were introduced.—I am, etc., 


Mary FISHER, 


Oxford. Assistant Medical Officer of Health. 


Syringe for Intravenous Anaesthetic 


Sm,—The recent correspondence in the Journal about 
pentothal anaesthesia prompts me to make known this simple 
apparatus for the intermittent or continuous use of an intra- 
venous anaesthetic. 

The apparatus consists of the hub of a needle which is 
soldered to the open end of a cycle valve, the other end being 
inserted into a fairly thick rubber tubing whose lumen must 

glass rubber 


any tubing Slive ss 


om, pane aes 


ey 


hub of 
nesare 





just fit the cycle valve. The other end of the rubber tubing 
is attached to a glass viewer, one end of which is ground 
down to fit the needle. 

The solution is run through the tubing to expel air bubbles, 
and the needle is inserted into the vein. The aspiration test is 
performed by pinching the tubing between finger and thumb, 
and on release blood will appear in the glass tubing. 

The advantages are that the syringe can be disconnected 
at any time without any return flow of blood, and the needle, 
in view of this, has very little tendency to clot. 

My thanks are due to Mr. S. Yorke, scientific glass-blower 
to the Chemistry Department of Bristol University, for the 
glass viewers, which are made from issal capillary tubing.— 
I am, etc., 

JoHN A. C~CHRANE. 








The Services 








Temp. Surg. Lieut. E. W. Guillaume, R.N.V.R., has been men- 
tioned in dispatches for untiring devotion to duty in services to the 
wounded. 

The Efficiency Decoration has been conferred upon the following 
officers of the Territorial Army: Col. J. Melvin, O.B.E., M.C., 
Lieut.-Col. (Temp. Col.) E. C. Woodhead, Lieut.-Cols. E. H. Brindle 
and F. J. Morris, M.C.; Majors (Temp. Lieut.-Cols.) W. A. Ball, 
W. C. Barber, F. A. Bevan, J. F. Fraser, H. H. Kenshole, and J. K. 
Reid; Majors E. M. R. Frazer, G. N. Frizell, E. G. Snaith, M.C., 
and C. N. Vaisey; Capt. (Temp. Major) J. A. S. Brown, R.A.M.C. 


CASUALTIES IN THE MEDICAL SERVICES 


Killed —War Subs. Capt. J. P. Hearne, R.A.M.C. 

Died —Capt. J. A. J. Sandilands, R.A.M.C. 

Wounded.—Temp. Surg. Lieuts. M. J. Brosnan, W. J. B. Rogers, 
and A. W. O. Young, R.N.V.R. Lieut.-Col. G. N. Wood; Acting 
Lieut.-Col. W. M. E.: Anderson; Majors P. K. Jenkins, M.C., and 
E. H. P. Lassen; Temp. Major H. Kennedy; Capt. J. H. Patterson : 
War Subs. Capts. J. H. Beilby, A. P. Hanway, C. J. R. Jacob, 
H, I. C. Maclean, K. F. Patton, M.C., T. Savage, M. Taylor, 
S. D. V. Weller; Lieut. G. R. Connolly, R.A.M.C. 








Sim ARTHUR HURST, D.M., F.R.C.P, 


The sudden death of Sir Arthur Hurst on Aug. 17 has ge 
British medicine of one of its outstanding personalities 
his life he had _ suffered from | asthma. For h‘m, as 
Lord Chesterfield’s son, it was “a troublesome and ei 
distemper,” and it eventually led to his untimely dea at the 
age of 65. Hurst spent his early days in the industrial } 

and he once told me that it was not till he was 15 year 

that he realized that the trunk of a tree was not 

black. He was a Demy of Magdalen College, Ox 

from there he went to Guy’s Hospital. Guy’s was 

his great love. He got on 
the staff at an early age, and 
he eventually became senior 
physician. In the last war he 
was in charge of the Seale 
Hayne Military Hospital for 
war neuroses, and after the war 
he ‘became associated with the 
New Lodge Clinic. From the 
beginning of his career he 
realized the change that had 
come over clinical medicine, and 
therefore his private practice as 
well as his hospital work was 
based on facilities for accurate 
scientific investigation. His re- 
tirement from the staff of Guy’s 
corresponded with the outbreak 
of the present war, and, though 
he continued to visit Guy’s 
regularly, he moved to Oxford and became Radcliffe Lecturer 
in Clinical Medicine at the wartime undergraduate dimical 
school. Hurst was editor of the Guy’s Hospital Reports trom 
1921 to 1939; he published most of his classical Papers ther, 
in addition to important contributions and symposia from i 
pupils, and he won an international reputation for the Reports #- 
He belonged to many societies, and was particularly ie 
in the Association of Physicians of Great Britain and I 








- which elected him an honorary member to mark its adr 


of his genius. z 

Hurst’s interests in medicine seemed curiously assorted, bit 
there was a unity about them. He began life as a n pis, 
and crossed over to gastro-enterology by the brid 
pernicious anaemia, subacute combined degeneration, a 
achlorhydria. His deafness excluded much interest in percussit 
and auscultation and partly explained the attraction of 
for him. In psychology he was a pupil of Janet, andar 
exponent of the treatment of neurosis by persuasion and s 
tion. His very success prevented him from seeing the limitall 
of the method, and he was always a bitter critic of 
dynamic Freudian ideas. This was one of the few dimes 
in which he broke no new ground, in spite of the imme 
amount of good therapeutic work done by himself and us 
pupils on shell-shocked soldiers in the last war. He 
pioneer in the study of the movements of the alimentary Gm 
in man and the mechanism of pain. His work on the achi 
was highly original, and his conception of rectal dysche 
was an outstanding contribution to the understanding and Gare, 
ment of constipation. His work on achlorhydria is a ait 
in the history of pernicious anaemia and carcinoma. He iit 
to see his views on the medical treatment of peptic @ 
generally accepted. He “ debunked” many mythical mi 
he bravely opposed the mystical nonsense about inte 
intoxication which was so current in his youth, and in his 
years he became rather critical of the doctrine of focal +] 
which he had once himself expounded with enthusiasm. & 
attracted disciples and fired his pupils, so that his im 
spread far and wide. He was unselfish in matters of f 
and publication, and much work which did not appeat 
his name owed its origin to Hurst. 

As a clinical scientist Hurst had his faults, and they son 


annoyed those who did not know him. A cynic once iis 
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4 no one ever ‘ate more of his own words, but certainly 

suffered less indigestion in the process. He was alr ost 

sfent in writing and speaking. His mind, like Nature, 

ved a vacuum, and where more cautious scientists would 

Bug suspended judgment he would construct temporary frame- 

ks for his thought, which others took for a permanent 

His surprising volies faces left them puzzled and rather 

a After almost a lifetime spent in pushing William Hunter’s 

ies on Oral sepsis, for example, Hurst turned to extol the 

sortance of good mastication and to deplore the extraction 

» WE Tsreservable teeth. Those who knew him delighted in these 

- ) Bodden turns of thought, especially when they had played «a 

fut in inducing them. They were another aspect of his 

sity, his receptivity to fresh impressions, his ability to 

™ nit what was new and good in the foreign clinics he visited 

e ‘corresponded with. In Archibald Garrod’s words, he 

sd lines of force, and whether the effect was positive or 

he was always stimulating. 

st was a great character. The careful gait, the bent 

the drawn face, the uplifted hand that cupped an ear 

fer to listen, the penetrating eye-—so well depicted in 

Mieiomer’s portrait—the er voice, the dogmatic utterance 

was either “always” “never,” with no penumbra of 

cation, all pesto to a personality that strongly 

messed the patient and delighted the student. The latter 

take him off at their Christmas plays, both at Guy’s 

@ the Radcliffe, and no one enjoyed the performances 

than Hurst. He never bore malice, was never cross or 

‘temper. He never bullied a student or a house officer, 

ere was only one—an unbalanced, hypomanic lad—by 

Tever saw him ruffled. Nevertheless, he had the most 

aiing mannerisms. His deafness had a selective quality 

feluded any sound of contrary opinion, whether it was 

's objection to a test meal or a colleague’s argument 

St his theories. He commonly sat in the front row at 

I meetings. If he was interested, he would crane forward 

in a few inches of the embarrassed speaker’s face. If 

j § bored, he would switch off his hearing aid; open his 

ug, spill his papers over the floor and noisily tidy them up. 

disagreed with the speaker he was not afraid to say so, 

would trounce a paper hip and thigh, to the discomfiture 

the speaker and the delight of the audience. Much of his 

mk was carried out despite a continuous state of asthma. 

would arrive at hospital at 2 o’clock and give himself an 

tion of adrenaline ; break away from his ward-round for 

ie minutes at 3 o’clock for another injection ; and, finally, 

fe an injection at 4 o’clock before he could make the j journey 
white and tired but indomitable. 

Hurst was better known abroad than any other English 

ician engaged in the practice of medicine. He loved to 

ie and it is sad that he should not have lived to return, 

it ii his band of fellow Medical Pilgrims, to the foreign capitals 

Medicine. The fertility of his imagination revealed itself 

tonly i in medical theory and invention but in the charm and 

sity of his devices to promote medical friendships. The 

os 4 st time many of his friends will remember seeing him was 

_,peammer in the summer of 1943, at which medical representa- 

iS of all the United Nations were present and Hurst was 

= chair. He never swerved from the first rule of the 

tiation of Physicians, whose objects are defined as the 

ent of internal medicine and the promotion of friend- 

among physicians, and he was deeply loved. His wife 

ed with him in hospitality at their beautiful house in Ascot, 

itality that was bountifully extended to the stranger and 

beginner, and many will remember the gay walks with the 

en through the Great Park, where the boles were silver 

fnot black, and remembering, they will sympathize deeply. 

Topley once said, “If only one could take Hurst’s brain 

© B.’s physique, what a wonderful physician that would 

I think that for once Topley was wrong. Hurst had 

@at gifts. He was a good draughtsman. He was skilful at 

Welling in clay. He was fond of the theatre. He was a 

tr motorist. He delighted in his family and his home, 

d excellent judgment of books, pictures, and furniture, 

Mi often spent the half-hour between lunch at the Athenaeum 

Mi the ward-round at Guy's visiting the galleries, antique 

and auction rooms around St. James’s Square. But his 

condemned him to restrict the range of his exertions 


and to concentrate on medicine. Without it he might have been 


more active, but it is doubtful whether he would have achieved 
as much. Like St. Paul with the thorn in his side, or Darwin 
with his vertigo, he was spurred to greatness by his infirmity. 
But paradoxically enough we shall remember his courage even 
more than his greatness. For many years he was able to gain 


. freedom from asthma in the pure air of the Swiss Alps. It 


was a great comfort to him to know that he could escape from 
the oppression of his malady to a life of normal activity in 
the snow and the sunshine. But in the early 1930’s the charm 
ceased to work. He was asthmatic in Switzerland, and the 
magic door to liberty was closed. This was a blow to him, 
but he bore it with fortitude. In the last few years he had 
not rallied so well from his bad attacks, and had suffered from 
tiredness and tachycardia. He had so often seemed at, the last 
gasp with his asthma that there seemed no cause for alarm, 
and the pressure of his work continued unchecked. As on 
thousands of other afternoons, he sat down for a few minutes 
to take some adrenaline and recover his breath. And there 


+he was found a little later, where he had died fighting against 


a life-long enemy to which he had never yielded. 
L.J. W. 


Dr. WILLIAM JAQuEs, of Washington, County Durham, 
who has died at the age of 93, was well known and much 
respected among the profession in the North Country. The 
family were of yeoman stock descended from the Huguenots. 
He was born at Howden in East Yorks, and received his early 
education at the Grammar School at Malton in that county. 
In his earlier days he was-a chemist, and was more mature 
than the usual student when he attended the medical college 
at Newcastle-upon-Tyne, where he was well known among his 
fellows as an enthusiastic worker, gaining several medals and 
prizes. After taking his M.B., B.S. at Durham he practised 
at Usworth, a village about a mile from his old home. Jaques 
was an example of a type of country doctor that was fairly 
usual in the Northern coal fields about half a century ago. In 
the district of Washington, traditionally the home of the De 
Wessingtons, forebears of the great George Washington, the 
mainstay for many years has been the collieries and the chemical 
works, but there was a considerable farming community in the 
surrounding open country, and one or two big houses. Jaques 
was the best-known doctor in the village and for miles around, 
and it may be truly said that the great majority of his patients 
leaned upon him for advice not only on medical matters but 
in many of. the ordinary affairs of life. In my earlier days in 
the Newcastle Infirmary some forty-five years ago Jaques was 
a frequent visitor. He often accompanied his patients, and 
regularly came to see operations on his cases, and sometimes 
for no other purpose than to attend a post-mortem examina- 
tion. This was in the days before motor cars, when the journey 
of seven miles or so imposed a very considerable demand on 
his time and energy. In the matter of referring patients to the 
hospital he set a very good example and followed a practice 
that might be revived, for he always sent with the patient a 
careful explanatory letter which was of much value. * Jaques 
was also regular in his attendance at medical society meetings 
and occasional social functions. He was always keen on his 
profession and very much alive to the interests of that branch 
which he so well represented. He conducted a large and exten- 
sive practice with the help of a couple of assistants, who always 
recognized the value of the training they received in that 
capacity. He had a nice discernment for the coming man, 
and many of the younger consultants were grateful to him for 
support in their early days. Jaques was an enthusiastic 
ambulance lecturer and examiner, and from the time of its 
foundation was medical officer to Dame Margaret’s Home, one 
of the county branches of Dr. Barnado’s foundation. He was 
a keen gardener and very fond of books, and was at heart 
always a student. For health reasons he retired from practice 
a good many years ago, but his name will long be remembered 
with gratitude in the Washington district-——G. G. T. 


Dr. E>DwaRD SAMUEL GORMAN, who died on Aug. 11 at the 
age of 72, had been in practice at Rookery Road, Handsworth, 
Birmingham, for nearly thirty years. Dr. Gorman was an Irish- 
man who came to Birmingham as a young man, having qualified 
M.B., B.Ch.-at the Royal University of Ireland, Belfast, in 1896. 
Among the early posts he held were R.S.O., Birmingham 
Infirmary, and resident medical officer, Birmingham City Fever 
Hospital. In 1904 he took the D.P.H. Cambridge and. was 
medical officer of health under the local authority at Perry 
Barr until that area was incorporated into Birmingham. As a 
general practitioner he was a very busy man, well known and 
held in affectionate esteem by many. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Aug 5. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 


are (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative count ). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 





























































































































3 1944 1943 (Corresponding Week) 
Disease 
(a) |%)|©|@) ©] @ |®)| © | @! © 
Cerebrospinal fever .. 40; 2) 15) — 1 34 2; 22) — | — 
_ ee er 1 1 —|— 
Diphtheria 471| 12| 100] 63} 23) 493 28] 162) 66| 18 
Deaths 2; — 1 = si; — - aay sell 
Dysentery sf te 139) 13) 118) — 2 122) 13}; 95; — |} — 
Deaths ss - am | aoe inet a ole 
Encephalitis lethargica, 
acute ie Sy 33} — | — | — |] — 1} — 1] — | — 
Deaths ae ss 1 —_— 
Erysipelas ‘< “i 37; 3] 2 36, 3 1 
Deaths > a —_ — 
Infective enteritis or 
diarrhoea under 2 . 
years o% vs 34 82 
Deaths SA ¥- 38] 4 12) 11) 6 33} 6 6 16 10 
Measles * v -. | 2,154) 47] 67) 83) 31} 1,903) 138) 26) 18) 2 
Deaths — a 2; — 1; —| — 2; — | — — 
Ophthalmia neonatorum wm: Fas 1}; — si Go sf — 1 
Deaths - os 
Paratyphoid fever “- 7; — |1(@B)} — | — 5 1 —j| — 1 
ths ae is — |}—]—F}—]—FT — Je Ky eI Ee 
Pneumonia, influenzalt 376} 19) 5 1; — 484) 24 1 1 3 
Deaths (from _influ- : 
enza) a. es 1 —|}—)|;—|— 3] — i} —}|— 
Pneumonia, primary .. 126} 9 126)" 13 
Deaths é% i 12 4 4 16 3} 10 
Polio-encephalitis, acute 2; — — |j— 
Deaths - hi — a 
Poliomyelitis, acute .. 8 1 7— 1 16 2; — 2); — 
Deaths ses nat _— _ 
Puerperal fever . . at 1) 13 — * — 
Deaths = : 
Puerperal pyrexiat 1544 6 13) 2 — 170} 12) 11 1 
Deaths a — —_ > 3 
Relapsing fever on 1j — —f— |j— — 
Deaths FD ~~ . 
Scarlet fever 1,410} 45) 180} 31) 37] 1,520) 138) 176) 32) 42 
Deaths — }— | — | — |} — FP e— Pe ed ed 
Smallpox = s — |e fey edt es ee ed cd ed 
Deaths s oe ~trcl — ii 
Typhoid fever... 1s} 3] 1| 20) a1 eB Be ae] 
Deaths be “ 1) — |} — }—} — |—}—|—|— 
Typhus fever .. can — Foe te od od oO I OI cd cd 
Deaths a ry —|— —|— 
Whooping-cough* 1,768} 97) 46, 30) 15} 1,614) 109) 59) 10) 25 
Deaths a 10; 1 5 1} — 8} 2 2 1 1 
Deaths (0-1 year) 287; 23) 56} 24) 22) 263) 34) 40) 36) 34 
Infant mortality rate 
(per 1,000 live births) 
Deaths (excluding still- 
births) Y .. | 4,238) 839) 176) 161] 117] 3,527) 509) 520) 195) 126 
Annual death rate (per : 
1,000 persons living) 11-4) 10-4) § 11-7/ 12-8) § 
Live births ‘8 .. | 6,838] 587) 392) 390] 253] 5,745) 655] 855] 435) 269 
Annual rate per 1,000 
persons living 25-4| 25-3) § 17-5| 28-6) § 
Stillbirths be << 222} 14) 27 191; 15; 42 
a ond ant 
irths including 
stillborn) .. a2 30 47 





* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

+ Includes primary form for England and Wales, London (administrative 
county), and Northern Ifeland. 

t Includes puerperal fever for England and Wales and Eire. 

§ Owing to evacuation schemes and other movements of population, birth and 
death rates for Northern Ireland are no longer available. 


F — of Births and Deaths, and of Deaths recorded under each infectious disease, ° 
‘or: 











EPIDEMIOLOGICAL NOTES 


Infestation Control at Ports 


At the annual meeting of the Association of Port Hawt. 
Authorities of the British Isles, held at the London School oft: 
Hygiene and Tropical Medicine under the Presidency of ie 
Alderman W. E. Coupland, an address was given by Mr W re 
McAuley Gracie, director of infestation control, Ministry 4 
Food. Mr, Gracie gave a brief outline of the powers 
to him by the Ministry. These were contained in the. 

tion Order, 1943. Infestation for the purpose of this Order 
means infestation by insects, mites, fungi, rats, mice, of othe TI 
vermin, or other animals, plants, or living organisms likely to tte 
cause damage to, or deterioration, waste, or loss of, food, PHO 
went on to describe the comprehensive treatment of the 
London sewer system in December last, in which jt 
estimated that 70% of the London sewer rat population were 
exterminated. This massive operation in London, employi 
1,150 men, had encouraged him to initiate similar schemes in 
the systems of 330 local government districts in densely 
lated parts of the country. Mr. Gracie then spoke of a 
important branch of his responsibility—namely, to ensure that 
food stocks were protected against the ravages of insects, He 
could not unfold the whole story, but the main lines of x 
ment were fumigation, spray, and vacuum cleaning, the : 
of spray being selected for their toxicity to various insects and 
with due regard to the nature of the commodity to be treated, | 
He said that increasing resort was being made to fumigation, 
of ships’ holds to get rid of the endemic infestation of food by 
insect pests. He added that he had been greatly concerned at 
the opportunities for slack and inefficient handling of chemi 
of an extremely lethal nature afforded by the unregulated state 
of the industry, and the medical committee of the Association 
of Port Health Authorities shared his apprehension. He had 
long felt surprise that it was possible for methods unacceptable 
in one port to go unchallenged in another. A memorandum on 
standards for ship fumigation was, at the time he was speak- 
ing, under consideration by an interdepartmental committee 
under the chairmanship of Dr. M. T. Morgan. On the general 
matter of the licensing of pest control undertakings, an impar- 
tial body had been set up to which difficult and controversial 
cases might be feferred for independent advice and to which 
appeals against decisions might be made. Dr. G. Roche Lynch 
had accepted the chairmanship of this Advisory Board, and 
Dr. G. Monier Williams and Dr. M. T. Morgan were the other 
members. 


































































































Medical News 








Sir Godfrey Huggins, K.C.M.G., F.R.C.S., Prime Minister of 
Southern Rhodesia, has been appointed a Member of the Order of 
the Companions of Honour. : 


The Trustees of the Dr. Jessie Macgregor Prize in Medical Science 
announce the award for the present triennial period to Dr. Edith 
Paterson, F.R.C.P.Ed., of the Christie Hospital and Holt Radium 
Institute, Manchester, for her work on the influence of wave-length, 
over-all time, and intensity on radiation effects. 


Opening a new maternity unit at St. Mary’s Infirmary, Armley, 
Leeds, Miss Florence Horsbrugh, M.P., Parliamentary Secretary to 
the Ministry of Health, said that more than 300,000 beds in maternily 
homes had’ been provided during the war. 


News has been received that Mr. W. C. W. Nixon, who, a. 
announced in these columns on Feb. 12 (p. 242), went to Turkey as 
medical adviser to the British Council there, has been ap 
as attached professor of obstetrics at Istanbul University. 


Hofrat Professor Adolf Lorenz, the well-known orthopaedic sur 
geon of Vienna, was 90 on April 21. 


The Schweizer Medizinische Wochenschrift announces that a 
medico-historical institute is to be founded at Bonn University. 


A new substance with a texture similar to skin, and flexible and 
transparent as living tissue, has been produced by Dr. i 
Tylman, of the Illinois Dental College. It can be coloured pet 
manently to blend with the skin of an individual and finished toa 
paper edge to hide the union. It is intended to be used, not instead 
of plastic surgery, but for immediate restoration of missing 
noses, ears, etc., so that the injured person can continue 
life while plastic surgery is being planned. The U.S. Office of 
Information states that it is the result of more than three 
research by Dr. Tylman, and the possibility of using it for 
restoration of maimed Service men is being investigated. 
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ANY QUESTIONS ? 
Mass U.V.L. in Industry 


Bz 













ure that’ 

ts. He Q—Could you publish a statement about the latest opinion on 
f treat. Mike use of ultra-violet light in factories for employees, especially 
types Min the winter ? 


# A—The latest opinion on the value of mass ultra-violet irradia- 
a. Sion in industry appears to range from very enthusiastic, through 
‘Adi intermediate shades, to very sceptical. There is no doubt that, 
‘Bat any rate in the earlier stages of treatment, while interest is 
0 at Bustained, the subjects enjoy it and a fair proportion say that they 
nICAIS BH feel better for it. There is, however, no scientific evidence that this 
d Hale Bfeeling is accompanied by any measurable effect on general health. 
Je had 





‘HScentific observers find great difficulty in forming an opinion 
‘Hhecause so many other factors are involved. For instance, the 
eptable F yorker has been conditioned to regard the rays as of proven tonic 
lum on | yiue and as a substitute for the blessings of natural sunlight; he 








speak- fells that something is being done for his health; he gets a break 
amittee § from work; a shower or physical jerks may be used to reinforce 
general the rays; he accepts the suggestion that exposure to the lamps will 
impar- § mitigate the effects of artificial lighting and ventilation—a suggestion ’ 
versial which is, in fact, misleading, since even in the best conditions the 
which worker, fully clothed and behind glass, is inaccessible to the shorter 
Lynch ultra-violet rays known to be beneficial in disease, even on the clear 
d, and bright days of summer, when they do to some extent get through 
> other ouratmosphere. In response to inquiries from employers and others 
the Industrial Health Research Board of the Medical Research 
——— [Council are now carrying out certain investigations, from which it 
is hoped that, by the use of requisite controls and statistical analysis 
of the results, some evidence of scientific value may emerge. 
— Infection with Oidium albicans 
: en eat is the best treatment of a vaginal infection by Oidium 
ter of WdICAaNS / 
‘der of A.—Vaginal infection due to Oidium‘ albicans usually responds 
oye to — — “sp gentian violet. The vagina should 
Science § * thoroughly painted with a 2% aqueous solution of gentian 
Edith violet three times weekly until the condition is cured. So long as 
adium the solution does not contain spirit, this painting is quite painless. 
length, It is well to continue the treatment after cure is established, and 
; ap should a8 repeated once in the week after each of the. 
‘ ee menstrual periods. 
rmiey, 
ae : Myocrysin for Arthritis 
ee Mey I ir ase of the exact dosage of myocrysin for 
s matoid arthritis 
10, a8 ; 
keyas § A.—A series of observations in America indicated that a lower 
ointed § “sage than has often been adopted in this country was adequate 
ind freer from risk (Freyberg, Block, and Levey, J. clin. Invest., 
ca 41, 20, 401; reviewed in Ann. rheum. Dis., 1941, 2, 279). 
‘ Ladopt the following system: begin with 0.01 g., after 4 days 
_ § Bre 0.02 g., and if there is no severe reaction after a further 
hat = days give 0.05 g. and continue this dose at weekly intervals 
y. ft fill a total of 1 g. has been given, provided that no severe reactions 
occur. The urine should be tested frequently, preferably before 
tach dose. The sedimentation rate should be tested before the 


Coulse is started, once or twice during it,‘and at the end. A full 
Count at intervals is also desirable; any decided anaemia or 
‘fall in the number of white cells will indicate the need for caution 
®t for'stopping the treatment. Other unfavourable signs will be irri- 
of the skin, which is as a rule the precursor of a rash usually 
urticarial type; but more severe effects such as exfoliative der- 
and soreness of the mouth may develop, either of which 
‘Wil call for a smaller dose next time, and if the same effect results 
btreatment must be stopped. Increased joint pains, if not exces- 








~ 


sive, are a favourable sign, and a slight rise of temperature is not 
uncommon ;~it. is -wise to have a chart kept recording the tempera- 
ture and any other effects throughout the course. A second. course 
may be given after an interval of three months. It is not uncom- 
monly the case that any decided benefit is not experienced till the 
second course is well established. 


U.V.L. and Sulphonamides 


Q.—I have been told that ultra-violet light treatment is not com- 
patible with sulphonamide therapy. What is the reason for this if 
correct? I have a patient aged 7 on continuous 0.5 g. twice 
daily doses of sulphonamide who has also derived much benefit from 
U.V. light treatment, but can both be employed concomitantly ? 


A.—tThe only sense in which ultra-violet light and sulphonamide 
treatment are incompatible is that these drugs have been found in 
some individuals to cause the liberation of photosensitizing pig- 
ments: a drug rash may therefore occur during treatment in areas 
exposed to sunlight. This distribution is by no means invariable, 
nor is any rash, whether confined to exposed areas or not, a 
common consequence of sulphonamide treatment, particularly in 
moderate dosage. If, therefore, both treatments are indicated, they 
may safely be undertaken together, the only risk being a small 
chance of producing a rash. 


Wasp and Bee Stings 


Q.—In this part of England the wasps are in great numbers this 
year, and stings are frequent. Is any local treatment useful; if so, 
what? Is there any virtue in the extremely popular remedy, wash- 
ing blue? Is it rare for general reactions to occur after wasp and 
bee stings? What is the actual difference between the stings of the 
bee and the wasp? Are they both formic acid? In one case of 
wasp sting I was called in’to, the girl fainted twice and had felt very 
ill. One dose of sugar and sodium bicarbonate seemed to produce 
an immediate improvement; is this rational ?. 


A.—The stings of wasps and bees are rather similar in general 
structure, one important difference being that the bee sting is 
barbed and not easily withdrawn like that of the wasp; consequently 
the whole apparatus of sting and poison glands is usually torn 
from the bee abdomen... Since the poison sacs remain attached, the 
“sting ’’ should be removed at once. 

The venom of the bee sting is unfortunately not a simple chemical 
like formic acid: it is a mixture of several substances, including 
histamine and a toxic protein of low molecular weight, “‘ apitoxin.”’ 
Less is known about wasp venom, but from the affinities of the two 
insects and the similarity of the sting mechanism it seems probable 
that this is a mixture of the same type. 

After a sting there is a cutaneous reaction which is probably due 
to the histamine, and in addition there may be a general reaction 
caused by the toxic proteins, especially if the sting happened to 
penetrate a vein. It is difficult to see- how local treatment with 
acids or alkalis can alleviate the pain, though the application of 
any damp cool substance might be analgesic. In general one can 
only say that treatment should be symptomatic. 


Hours of Rest for Adolescents 


Q.—Should healthy adolescents (school or university) be dis- 
couraged from regularly spending 10 to 12 hours or more in bed 
during their holidays, or not? The question has no particular 
reference to wartime. ~ 


A.—I do not think this question’ can be answered without particu- 
lar reference to wartime, as all the adolescents have grown up in five 
years of war. Present conditions make great demands on senior 
boys in schools and young men at.the university. Not only do 
they have their ordinary work and examinations and their games 
but also strenuous O.T.C., preparing for certificates A and B, and 
nearly all of them have helped in agricultural work and in some 
share of. domestic duties at sch6ol. They have much less fat for 
energy and much less protein for body-building in their diet than 
in peacetime. I think they should be encouraged to spend 10 hours 
or more in bed during at least their first fortnight of holiday, and 
probably for longer if the strain has been considerable. No recent 
writer has improved on Clement Dukes of Rugby, who in 1894 
(Health at School, Rivingtons) said: *‘ The tendency . . . is rather 
towards too little than too much sleep; in fact in public schools, 
generally, I think the boys are rarely allowed sufficient sleep, 
especially the younger ones; and were it not for the holidays every 
12 or 13 weeks, they could not do their full share of work and 
continue in health . . . all schools suffer from this deficiency more 
or less. Parents are*only too cognizant of the fact during the first 
few days of the vacation, and are apt to think that their children 
will become sluggards; while in reality they are only making up 
for lost time. I lay great stress on sufficiency of sleep.” 

Clement Dukes gives the following suggestions for adolescents” 
hours of sleep: ‘* Under 15: 10 hours (9 p.m, to 7 a.m.); under 17: 
94 hours (9.30 to 7); under 19: 9 hours (10 to 7).” I think, at the 
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beginning of the vacation—i.e., the first fortnight—at least an hour 
and preferably one and a half hours should be added to these 
numbers of hours to make up for lost time. I -think the same 
remarks apply to girls. 


Vaginal Discharge 

Q.—A woman of about 30 has, for an indefinite number of years, 
had a vaginal “ discharge”’ which stains her underclothing brown on 
its exposure to air, and the fabric is eventually destroyed by the 
erosive action of the efflux. Since her first baby this state has 
become worse. She has no vaginal discharge in the ordinary sense, 
though her labiae are moister than normal. Her health is excellent. 
Examination reveals nothing. I would appreciate a few pointers. 


A.—Even though it is not obvious on examination, this patient 
must have a discharge to produce this staining of the clothing. 
Vaginal discharge which is white or cream in the fresh state not 
infrequently leaves a brown stain on drying. Intermittent escape of 
urine (stress incontinence) should be excluded, but the most likely 
cause for this symptom is a lesion of the cervix—erosion, cervicitis, 
or endocervicitis. This suggestion is supported by the fact that 
the condition has been made worse by child-bearing. Full examina- 
tion of vaginal swabs is indicated and also careful inspection of 
the cervix, followed possibly by treatment with cautery or diathermy. 


Telegony 


Q.—One has heard it said as a truism that a pure-bred bitch, if 
crossed by a dog of another breed or a mongrel, is thereafter useless 
for pure breeding by a dog of her own breed. It is_said that there 
will be a taint of the other breed even if her puppies are by a dog 
of her own kind. Is this really so, and if so, is this rule applicable 
to human beings after a woman has a child by, say, a negro? 


A.—A belief in this phenomenon, to which the term “ telegony ” 
has been applied, is probably as old as the art of stockbreeding 
itself. Until comparatively recently it would have been a perfectly 
reasonable belief. The critical mind of Darwin was satisfied as to 
the reality of telegony by certain observations, notable among which 
was the classic case of Lord Morton’s mare. This animal, of almost 
pure Arab blood, was mated to a quagga, a kind of zebra which 
is now extinct. Mated on two subsequent occasions to a pure 
Arab stallion, she produced two foals with clearly striped legs 
and the short, stiff mane characteristic of the quagga. Much later 
(1896-1901) the experiment was reconstructed with great care and 
on an ample scale by Cossar Ewart. No evidence in favour of 
telegony emerged. Darwin had been misled by chance throws of 
the hereditary dice box; it is, in fact, not very unusual for ordinary 
foals to be born with stripes. No evidence for telegony has ever 
appeared in many other carefully planned experiments in which 
there should have been every chance for its occurrence. At the 
present time, however, it-is possible to go further. Not merely 
is there no scientific evidence, but enough is now known of the 
mechanisms of reproduction and heredity for us to be sure that 
there never could be; it is impossible that the phenomenon could 
occur. A belief in telegony was not unreasonable in Darwin’s day; 
at the present time it is wholly inadmissible. But it is a superstition 
which is dying very hard. (For an interesting account see Crew’s 
Animal Genetics, Edinburgh, i925.) 


INCOME TAX 


“Pay as you Earn” 


W. B. has taken on work as an “ indefinite locum” with possi- 
bility of a death vacancy transfer. 


*,” Normally a locumtenent holds a particular engagement for a 
short period and holds several in the course of a year. In such 
circumstances the earnings are usually assessed under Schedule D 
and do not come within “pay as you earn.” W. B.’s position, 
however, appears to be different ; he is in effect a temporary assistant 
employed by the proprietors of the practice, and “ pay as you earn ” 
applies. 


Assistant’s Board and Lodging 


K. S. is employed as an assistant. His employers have them- 
selves, out of their own pocket, defrayed his board and lodging 
expenses first when he resided with them and afterwards at his present 
residence. The inspector of taxes contends that he is liable to assess- 

.~ment on the £150. . 


*.’ In our view the question of liability depends on the precise 
nature of the arrangements made. Non-liability does not attach 
only to board and lodging under the principal’s roof; it applies if 
the assistant is boarded elsewhere. But if the facts are that K. S. 
is liable to his landlady for whatever amounts may be due to her, 
and the employing firm pay his debt for him, then it would seem 
that the discharge of that debt is equivalent in effect to paying the 
amount in cash to K. S., and he is liable to assessment to income 
tax thereon. se, 


-the morning should be kept closed while the sun is. on ‘them; ft 


LETTERS, NOTES, ETC. 


Wanted for Research 


Prof. F. C. Pysus, F.R.C.S., writes from the Royal 
Infirmary, Newcastle-upon-Tyne: I am working at the ¢ 
mammary carcinoma and have been feeding some mice of 
jnammary carcinoma strain with human mammary carcinoma, : 
may be supposed to contain the “‘ mammary factor” if the « 
is the same in man as in mice. A more direct experiment wo; 
the feeding of some young mice with the milk of a woman wine 
has, or has had, a mammary carcinoma. Such cases are, of 
uncommon, and I am asking your help to get in touch with a doctp 
who knows of one. : 
An Appeal to Good Nature 


Owing to the need for severely restricting circulation of 
Journal while the paper shortage lasts, a number of institutions ay 
individuals connected with medicine and its ancillary services cg 
no longer obtain the weekly copy for which they formerly 
scribed. Any member who might be willing to pass on his Journ, 
after reading it (making himself responsible for dispatch 
postage) would be given the name and address of a suitable recipje 
if he wrote to the Publishing Manager at B.M.A. House, Tavistod 
Square, W.C.1. 

Molluscum. Contagiosum 


Dr. Acnges SAVILL (London, W.1) writes: Regarding the case ¢ 
molluscum contagiosum for which advice was asked (July 15, p. 10f 
in my experience recurrences point to the existence of an infecting 
object being employed, such as a sponge, loofah, favourite faci 
cloth. In one case a special hat-band conveyed the infection, 
this is carefully investigated and the offending object destroyed 
recurrences should cease. : <a 

Pest of Flies ¥ 

Lieut.-Col. R. M. Barron, I.M.S. (ret.), sends the ollowin 
suggestions for dealing with flies: ‘‘ Breeding places outside house 
should be searched for, and, if found, dealt with. Flies enter; 
house on the sunny side to find food and drink and to obtain shelter 
from the sun. Windows and doors on which the sun shines in 
windows and doors on the opposite side may be left open. In the 
afternoon the windows and doors on the now sunny side of the k 
should be closed, and those on the shady side opened. An ur 
before sunset all windows and doors may be opened, for if som 
flies have entered to obtain protection from the sun and to obta 
food and drink and have found none they will fly out for a fur 
search. These facts can be strikingly observed with tents, especially; 
in the desert, but by following the same rules the huisance can 2 
greatly avoided. Fly traps may also be used. Portions of net, with 
meshes as large as those of fishing nets, hung over doors and wit 
dows of houses or the entrances of tents will keep out flies. - 


> 


Genesis of Shock 


Capt. BRANDON LusH writes: The interesting article by 
Charnley (May 27, p. 716) throws. fresh light on the gene 
shock. It shows that, under anaesthesia, \ocal fluid loss is the | 
important, if not the only, factor in the production of shock. 
ever, the casualties we see are conscious (shock is slight or absa 
in head injuries) and able to suffer pain. G. W. Crile years ag 
realized the importance of pain in the genesis of shock and use 
local anaesthesia (especially nerve-block) to combat it. I ; 
pain is the most important factor in the genesis of shock—hent 
the value of. morphine in prophylaxis and treatment. All ‘tempts 
to reproduce clinical shock by- experimenting on animals unde 
anaesthesia are likely to be fallacious. I believe that (references @ 
unobtainable in the field) trauma to a limb rendered anaesthent, 
local anaesthesia or nerve division produces no more shock th 
that expected by fluid loss. Charnley’s article also reminds one’ 
Patey and Robertson’s suggestion of tight bandaging of a limp 


Se 


prevent the onset of the crush syndrome. i * 


Corrigenda 


Sulphapyridine in Bacterial Endocarditis.—The course of $ 
pyridine given to the patient in the case described by Dr 
Lawrie (Aug. 12, p. 224) 8 of 12 g. (24 tablets 
0.5 g.) and not 0.12 g. as stated. : 

Eartha ton of Specialists —The first line of Dr. A. Piney’s te 
(Aug. 19, p. 253) belongs to Capt. Jacobs’s letter on page 4 
Dr. Piney’s letter (dated Aug. 5) should begin: ‘‘ The current 1 
of the Journal should, I think, be read,” etc. a 


Disclaimer 


Dr. V. N. LeysHon, Deputy Medical Officer of Health and 
culosis Officer, Blackpool, asks us to state that he disch 
knowledge or participation in the publication of an article in ¥é 
Sunday newspapers of Aug. 6, 1944, in which his name app 





